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While the subject under discussion is not a 
new one, it must be admitted that until the high 
rate of maternal and infant mortality is reduced 
to zero, the subject of obstetrics is to be an ever 
present one. In spite of numerous laudable ad- 
vances in medicine and surgery we cannot point 
with pride to any recent notable advance in ob- 
stetrics. Rural obstetrics has long been regarded 
as “poor obstetrics.” It is not my object to offer 
an apology for the obstetrical work of the rural 
practitioner, but rather to offer a partial defense. 
Nor do I present this subject for the purpose 
of controversy or criticism of elaborate methods 
employed by others today. That there exist un- 
discovered causes of the maternal mortality rate, 
I believe will become clear to us as we study the 
mortality statistics of the United States Census 
Bureau. There is always food for thought in 
statistics, especially so when they reveal unsus- 
pected conditions (Chart I). 

Comment on Chart I.—This chart presents to 
us the “Death rates from Puerperal Causes for 
the year 1924” (not printed to date.)+ It shows 
representative states of the forty states that now 
comprise the registration area and gives us the 
puerperal status by states, comparing urban and 
rural population. Please note that the first col- 
umn of figures under each division gives the per- 
centages for the cities and the second for the 
rural status. As we study the chart we note that 
the rural status shows a better record in every 
instance than that given for the urban. This is 
not only true for the states that I have chosen 

*Read before the annual meeting of the Minnesota State Med- 


ical Association, Saint Paul, May 17 to 19, 1926. 
tProvisional in minor details. 


for this chart but it holds good for all of the 
forty states in the registration area. Nor are 
these figures true only for the year 1924, but 
note the comment by the Chief Statistician at 
the foot of the chart. This gives us a rather 
complete and accurate status of the puerperal 
state in our entire nation, divided into the urban 
and rural populations. That there must be some 
definite causes for the difference in the urban and 
rural status is evident. Let us bear this chart in 
mind and later draw some conclusions as to the 
possible causes. 


Rural obstetrics does recognize certain definite 
handicaps that are not so readily overcome as 
some of our “ardent idealists” would have us be- 
lieve. It is a fact that idealism in obstetrics is 
often far removed from conditions in actual ex- 
perience. Briefly our handicaps are economic, 
educational, and lack of adequate help. 

The Economic Problem.—It is a notorious fact 
that the average obstetrical fee in rural practice 
is far from a paying proposition. We perhaps 
will find that $15 to $18 is the common fee, and 
in addition a large number thrown in as charity. 
If the rural physician were able to obtain a fee of 
$75, he could afford to give a complete service 
and take care of a minor number at a reduced 
rate and others as charity. Again, where opera- 
tive interference becomes necessary and a com- 
pensatory fee is permissible we usually receive at 
best but a small increase in the usual fee. The 
economic condition of the average country family 
—and it usually is a family growing in numbers 
—does not permit of a fee of $75 nor of $50. 
Hence we have an effect on the amount of serv- 
ice rendered by the physician. Not a careless 
and indifferent service but one of necessity lim- 
ited. 

The Educational Factor.—There is a wide 
lack of education in the rural districts as to the 
care and needs of the expectant mother. So 
long as our state recognizes midwives as fur- 
nishing ample aid to the expectant mother it will 
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be difficult for the general practictioner, or for 
the medical profession at large, to drive home the 
“Appreciation of the Arts of Obstetrics.” We in 
the country contend with the laity’s “Disappre- 
ciation of the Arts of Obstetrics.” Is it not true 
that Mrs. So-and-So comes in and takes care of 
this and that case—and everything goes well? 
What is more, she charges only $3 to $5. We 
are glad that agencies are at work to educate the 
mothers of the rural districts in obstetrics and 
infants’ care. How much the Sheppard-Towner 
Act has accomplished is another question. I have 
seen no signs of its activity, but assume that in 
some places work has been done. The county 
nurse and the wide-awake physician are produc- 
ing considerably more results. Thus far, how- 
ever, we are facing conditions far from ideal. 
Lack of Adequate Help.—Usually the physi- 
cian and the husband are present alone with the 
wife to be confined. In perhaps 40 per cent of 
the cases some neighbor’s wife or relative is pres- 
ent. Rarely do we have a nurse or someone 
equal to the skill of a practical nurse. All cases 
outside of the exceptional emergency cases are 
thus taken care of. In a severe emergency one 
may be fortunate to have the aid of some neigh- 
boring physician rushed out to lend his assist- 
ance. What a contrast to the help available in 
a large city hospital! Even if the case can be 
taken to a small local hospital skilled help is still 
lacking. Then again as to the question of the 
immediate care of the mother during the puer- 
perium—usually it is the neighbor’s wife that 
comes in once daily to bathe the baby and look 
after the mother. This often happens for three 
to five days, when the mother takes care of her- 
self and the infant. You may well smile and 
shake your head when you think of asepsis and 
antisepsis. Yet with all this inadequate help, 
with no asepsis or antisepsis, with crowding of 
quarters, with no facilities of toilet, etc—a 
picture often of utter despair and horror—one 
must concede that the babies and mothers thrive 
well. I believe that we far underestimate the 
natural defense that nature has provided in ob- 
stetrics. It is not so often the simple care that 
causes our high mortality in childbirth as it is 
the meddlesome care. Strange as it may seem, 
these handicaps do not seem to have a direct ra- 
tio to the maternal death rate. Nevertheless, these 
handicaps are not fancies. We meet with them 
weekly. They are our big experience. Often 


they furnish thrill enough to make us siiake jn 
our boots. As much as we dislike to work: under 
such conditions, we nevertheless are » orking 
under them. It is, then, no wonder that our con- 
fréres of the cities and the teaching staff do not 
understand rural obstetrics. We lack ti:> bare 
major essentials and cannot entertain tie fine 
points of technic nor begin to have the »eneral 
facilities in the home. 

We were instructed in school by our proiessors 
that to properly take care of an obstetric case we 
should make the same careful preparation as the 
surgeon does for a major operation. How near 
this ideal is approached by the rural physician 
will somewhat depend on the personal equation, 
but as a rule it cannot be carried out because of 
the unfavorable conditions he has to meet. We 
must therefore adapt ourselves to these unfavor- 
able conditions and work out a plan by which we 
can give a reasonably successful obstetrical sery- 
ice. We must have a simple yet safe and efficient 
method, a method that fits into the economic 
problem of our clientele, a method that is edu- 
cative and looks forward to a better day in 
rural obstetrics, and a method that copes with 
the lack of adequate and inefficient help. 

I wish to offer my method of procedure based 
on an experience of twelve years of rural prac- 
tice in which I have attended more than 1,100 
cases of confinements. I believe the test of any 
method, in the final analysis, rests upon the re- 
sults obtained. 

Wherever possible—and with a certain degree 
of enforcement—get the expectant mother to 
visit you in your office. Get the data as to date 
of confinement. If a multipara find out if there 
were difficulties in previous labors; if so, make 
a careful pelvic examination. If a primipara, 
obtain the external pelvic megsurements. In all 
cases take the blood pressure and make a urine 
examination. The latter should be repeated at 
intervals of a month if the case presents itself 
early in pregnancy. Make an examination of 
the position of the fetus. Inquire into the moth- 
er’s general health and give proper advice. The 
collected data should be written down in her 
presence; it makes a better impression. Every 


opportunity .for pre-natal care and instruction 
should be utilized. Explain the advantages cf 
hospital confinement—especially if a primipara. 

Keep the supplies in the obstetrical bag com- 
plete. Sterile gauze, cotton, umbilical tape, su- 
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CHART I. 
Death Rates from Puerperal Causes Per 100,000 Population: 1924 
In the Registration Area by States, Cities (10,000) and Rural 




































































Districts 
The Puerperal Accidents of Other Accidents 
State Pregnancy Hemorrhage of labor Septicemia 
; . : ‘ C. Cc. R. 

STATES 
ALL STATES 40 17.3 | 13.6 1.7 11 1.7 1.4 1.7 1.6 7.0 | 44 
CALIFORNIA 1441 | 118 | 2.0 1.4 14 1.0 12 1.5 48 | 3.9 
COLORADO 211 | 148 2.6 1.8 0.3 1.4 1.8 10 | 109 | 6.0 
IDAHO 36.9 | 11.1 4.9 1.4 2.6 2.3 4.9 09 | 221 | 34 
ILLINOIS 14.3 9.2 1.6 0.7 1.6 1.0 1.2 0.7 62 | 4.0 
INDIANA 164 | 111 1.8 0.8 1.7 0.8 1.0 0.8 714 | 49 
KANSAS 19.2 | 111 2.4 0.8 11 1.5 2.6 0.9 78 | 33 
MAINE 31.0 | 14.7 4.8 14 3.1 2.0 5.2 3.1 8.7 | 3.1 
MASSACHUSETTS | 16.4 6.2 13 0.6 1.6 0.3 2.5 0.3 5.6 | 1.9 
MINNESOTA 14.0 9.3 0.4 0.7 1.0 0.8 1.6 1.4 6.9 | 3.3 
NEBRASKA 214 | 12.0 2.3 11 1.6 12 2.3 1.4 96 | 4.5 
NEW YORK 13.9 1A 1.3 1.0 1.8 0.7 1.7 0.8 52 | 2.7 
OHIO 16.5 9.6 1.8 1.0 1.6 1.0 1.6 1.0 7.0 | 3.5 
WISCONSIN 16.0 | 11.1 1.2 1.0 1.9 1.3 1.6 1.3 62 | 3.4 
WYOMING 42.4 | 201 3.0 2.2 6.1 1.6 3.0 33 | 161 | 7.1 

w. 162 | 11.9 1.2 0.8 0.9 11 0.9 1.4 8.8 | 3.7 
VIRGINIA 

c.| 33.7 | 26.4 2.0 2.0 3.4 2.6 3.4 3.6 98 | 81 

w.| 385 | 181 1.7 2.1 1.7 2.0 3.7 67 | 170 | 68 
SOUTH CAROLINA 

c.| 61.3 | 36.1 8.2 2.9 5.4 2.6 2.6 2.5 12.2 | 4.6 

w. 342 | 148 5.9 12 5.9 2.1 2.4 0.9 94 | 42 
MISSISSIPPI 

c| 614 | 27.6 1.7 14 6.6 1.6 9.9 3.7 | 149 | 89 

w. 229 | 144 | 29 1.5 2.6 1.7 1.8 1.4 8.6 | 43 
LOUISIANA 

c.| 50.5 | 30.4 3.2 1.3 4.5 1.6 2.6 52 | 198 | 96 



































“Special attention is called to the fact that for both white and colored for each of the six years 1918- 
1923, rates from all puerperal causes and puerperal septicemia are, without exception, lower for the rural 


part of the birth registration area than for the urban.” 


WILLIAM H. DAVIS, M.D. 
Chief Statistician. 





ture material, anesthetic, ergot and pituitrin are 
apt to run out and to be found missing when 
most needed. A good kelly-pad kept clean and 
instruments free from rust form part of the 
equipment. When the call come* respond at 
once. After arriving “set your table.” I use 


clean newspapers on which I set all of my neces- 
sary equipment. Sterilize gloves and instru- 
ments. Make an antiseptic solution. For this 
I use Izal (Abbott’s). It is more potent then 
lysol and can be used in hard as well as soft 
water. Make a vaginal examination after a 
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simple proper sponging of the vulva. I do not be- 

lieve in scrubbing and sponging these parts as if 
you were paid by the hour—nor do I believe it 
necessary to paint with strong solutions such as 
alcohol and iodine. Satisfy yourself as to the 
condition of the cervix, bag of waters, and posi- 
tion of the presenting part. Next make an ex- 
ternal examination and with it locate the baby’s 
heart tones. Definitely to hear the fetal heart 
tones is not easy in all cases—and it may later 
come in very helpful to know where to find them 
in case labor should become difficult. Inform the 
mother as to the progress and set her at rest. It 
is here where good judgment, a lot of patience, 
and the “ever watchful expectancy” and one 
might add “armed expectancy” will count 
markedly in reducing the maternal and infant 
mortality rate. After you have satisfied yourself 
that the case has all the aspects and findings of 
a normal termination don’t interfere with its 
progress. In a sense you have done the most 
important part of the confinement in satisfying 
yourself from the examination that the case will 
terminate normally. In case you have a less fa- 
vorable condition and especially where a definite 
indication for interference exists, you should act 
early to be ready for all the emergencies that 
may confront you. It is still important for you 
to wait for nature to correct the difficulty—but 
be ready to interfere at once if necessary. 

I believe in a small dose of pituitrin shortly 
before the end of the second stage of labor. The 
only time that I do not use it is when the labor 
pains are exceptionally strong and severe. Pitui- 
trin prevents hemorrhage and permits you to give 
a better anesthetic in that you are not apt to 
lose the labor pains under the anesthetic. I use 
chloroform for an anesthetic. I have never had 
a bad hemorrhage after using pituitrin at this 
stage. You can safely go about taking care of 
the baby. The interval between the second and 
third stages of labor can thus be well utilized 
in cleaning the baby, tying the cord, and treat- 
ing the eyes. You will also note if it has any 
deformities. You are then ready after an inter- 
val of ten to twenty minutes to deliver the pla- 
centa. I do not hesitate to use in a mild form the 
Crede method and usually there is no difficulty. 
If there is trouble have patience to wait. Ex- 


amine for tears and if there are any, repair at 
Place an abdominal binder about the 
mother, clean up and pack up. Once more see if 


once. 


RURAL OBSTETRICS 






there is any undue bleeding, take the pulse, ang 

give instructions for mother and baby. I always 
leave a dozen or more ergotin tablets to be taken 
one four times daily. If the economic condi- 
tion of the case permits, I make a post-partum 
call. I, however, make a post-partum call in case 
labor had some abnormal course. 

How well has this method succeeded? (Chart 
II). 

Comment on Chart II.—This chart presents 
to you a table of figures based on a questionnaire 
that I submitted to fellow practitioners in the 
rural districts. I sent out fifty letters and hada 
reply from twenty-nine. Thirty-five of these 
were sent out to men who have been in practice 
for a considerable number of years. Fifteen 
were sent out to men in practice only a short 
time. My returns from the latter were so few 
that I have not charted any of them. I, however, 
did have a good reply from the older men. You 
will note the questions asked at the head of each 
column. 

Conclusions from this chart leave no doubt in 
our minds that the physicians who have done 
years of obstetric work in the rural districts have 
done it well. Some of these records are enviable. 
They bear out the record of the chart that I first 
showed you. I believe these men would all 
agree that they have fallen far short of the stand- 
ards set them to do good obstetrics; not that 
they were willfully negligent to use a major sur- 
gical preparation but that it often was impossible. 
One other conclusion seems to appear, that where 
it has been impossible to follow an elaborate 
preparation and technic they have relied upon 
the one resourceful factor of non-interference in 
the course of labor. In conversation with some 
of these men this seemed to be their strongest 
point in conducting so sucéessful an obstetric 
practice. The record under cesarean section es- 
pecially stands out in support of a non-operative 
intervention method. 

In a report of an investigation of the causes of 
the 984 maternal deaths occurring in Massachu- 
setts in 1922 and 1923 made by the Massachu- 
setts Department of Public Health the following 
quotation is significant: 

1. “Septicemia, toxemia and hemorrhage 
causes, generally preventable, were responsible 
for 58 per cent of the deaths.” 

2. “A clear impression was gained, however, 
by our physicians, during the course of this study, 
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Replies to A Questionnaire Sent to Rural Practitioners On 
Puerperal and Obstetric Cases 















































































































































. Vaginal | Re 
Weetice. pot ' enue Infections |Eclampsia one pane Cesarian — Ezam. cam. 
36 | 3000 2 1 5 1 3 0 10 100 0 
46 | 1200 1 6 1 12 0 100 95 5 
95 | 2500 6 0 30 6 0 100 90 10 
25 | 1600 6 12 5 2 0 100 100 0 
ai | 1300 0 3 0 5 2 10 100 0 
26 | 1200 1 0 4 2 15 2 50 100 0 
~~ 49 | 3000 ? 12 20 20 0 0 100 100 0 
~~ 38 600 1 0 5 1 0 0 0 100 0 
35 500 1 0 14 0 0 12 10 90 10 
41 | 3000 5 3 5 6 0 0 0 100 0 
19 | 1200 4 10 4 1 3 4 100 100 0 
32 | 2600 3 2 3 3 2 0 100 90 0 
21 500 1 1 1 3 0 1 100 95 5 
17 650 0 1 1 1 2 0 0 100 0 
23 | 2000 0 0 2 2 1 0 50 100 0 
49 | 6000 ? 100% | 26 25 0 10 100 100 0 
48 | 1600 19 10 12 3 1 0 100 80 0 
20 | 1000 2 6 1 2 2 4 100 20 80 
21 | 2400 5 2 15 10 0 30 100 100 0 
16 480 0 0 0 1 0 0 100 98 2 
20 | 1200 35 0 35 15 2 3 100 100 0 
25 | 2600 2 1 8 6 0 4 100 100 0 
3014 | 2000 3 | 2 5 5 0 2 1 99 0 
33 660 3 10 12 6 5 3 80 30 70 
12 | 1140 2 0 5 0 0 0 100 100 0 
TOTAL | 42,390 102 173 232 139 53 66 
Average | 1697+ 4+ 7—| 93 5.5 2.3 2.7 



































Note—Author’s record at the foot of the table. 





that many thoughtful general practitioners have 
come to the conclusion that this factor of oper- 


ative intervention is of considerable importance 
in the total of unfavorable results, even after 


making allowance for the cases inevitably opera- 


3. 


“Lack of adequate prenatal care was evi- 
dent in 89 per cent of the cases.” (However, 52 


tive from the beginning. In 591 of our series of 
984 cases, operative procedures figured.” 
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per cent had less than three months of so-called 
prenatal care.) 

4. “Poverty as a cause of maternal mortality 
did not stand out in this series of causes.” (From 
table 7. “Midwives evidently did not play an 
important part in this series of deaths—22.”) 

A later communication as to rural status gave 
the following: 

“Eighteen deaths (1.8 per cent) occurred in 
towns of less than 2,500 population.” 

“Twenty-nine mothers (2.9 per cent) had lived 
in towns of less than 2,500 population, but died 
in larger towns, most of whom were delivered in 
hospitals.” 

In the study of this report we have a very 
fruitful if not significant suggestion as to one 
of the causes of the unfavorable maternal death 
rate. It will have to be granted that it is con- 
siderably more difficult for the rural practitioner 
to resort to operative intervention in his work 
than the practitioners in larger centers with hos- 
pital facilities. Under No. 4 we note their con- 
clusion again that neither “poverty nor mid- 
wives played an important part in this series of 
deaths.” A study of these statements connected 
with the findings of the rural and urban status of 
Chart I leads us to a question that should be 
considered by our profession at large—namely, 
does the puerperal death rate rest partly on the 
convenience of facilities for operative interven- 
tion? And if so, is that an explanation of the 
ratio of deaths between the urban and rural 
status? 

In an address before the Interstate Post-Grad- 
uate Assembly in St. Paul last year, Dr. DeLee 
gave the following five most common errors in 
obstetrics that show up most frequently in mor- 
tality and morbidity statistics : 

1. “Failure to make a complete diagnosis. 


2. “Lack of knowledge or failure to practice 
the real principles of asepsis. 

3. “Ignorance of the course of occiput pos- 
terior positions. 


4. “Operating before the complete dilatation 
of the cervix is present. 
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5. “A disappreciation of the pathologic 
dignity of the arts of obstetrics which leads to 
downright neglect of the woman in labor.” 

This opinion is based on a study, partly, of the 
mortality and morbidity statistics as we had them 
in Chart I. I believe it would be safe to state 
that the rural practitioner might be guilty to a 
greater degree of the first three errors given 
than the city practitioner. As to the fourth 
error, however, I believe the reverse is true. This 
would coincide with our previous conclusion, 
There is considerable food for thought in the 
study of these statistics and these suggestions, 
Minor factors exist that bear upon the ratio of 
the various causes of maternal deaths. I believe 
it is clear, however, that there must be some def- 
inite outstanding cause for the constant variance 
between the urban and the rural ratio in the 
puerperal death rate. 


CONCLUSIONS 


1. Educate all expectant mothers to place 
themselves under your care early. 


2. Make a careful physical examination and 
especially a careful pelvic examination in prim- 
ipare and also in multipare that have had pre- 
vious difficulty in labor. 


3. Give general advice as to rest, food, elim- 
ination, etc. 


4. Keep your hands free from infection in 
your daily practice. 


5. Exercise patience. 


6. Have a sure and rigid but a simple aseptic 
and antiseptic technic. 


7. Use a small dose of pitujtrin at the end of 
the second stage of labor and ergotin post- 
partum. 


8. Recognize the importance of obstetrics. It 
is not necessary to make the dignity overbearing, 
nor is it necessary to garnish it with a multiplic- 
ity of frills and accessories. They are unessen- 
tial. Use a simple method—but be on the job. 





L’OREAL HENNE 


The A. M. A. Chemical Laboratory found the hair 
dye L’Oreal Henné (F. L. Lebeau, Inc., New York 
City) to consist of two packages: one containing a 


white powder, the other a yellow substance. The 


white powder responded to tests for sodium perborate. 
The yellow substance was apparently composed of iron 
and copper salts with pyrogallol and vegetable matter. 
(Jour. A. M. A., July 10, 1926, p. 118.) 
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MATERNAL MORBIDITY AND THE 
GENERAL PRACTITIONER* 





H. B. ArtKens, M.D. 
Le Sueur Center, Minnesota 





Statistics show that maternal mortality in 
this country is not being materially reduced. 
All papers on obstetrics necessarily deal di- 
rectly or indirectly with this situation. 

Papers by the general practitioner are use- 
ful chiefly as they show the difficulties he has 
to contend with and make it apparent wherein 
his functioning as an obstetrician (so long as 
he has to act in that capacity) can be im- 
proved. 

The general practitioner has little advice to 
give but he may have opinions as to the qual- 
ity and sufficiency of such advice as is tendered 
him. 

The hope for better obstetrics lies in encour- 
aging an individual sense of dissatisfaction 
with other than optimal results through care of 
the mother before, during and after labor. 

The man who practices in the hospital has 
his patients under close observation. The out- 
side man may possibly be unaware that there 
is any need for improvement. He may regard 
his mortality as nil or entirely accidental, 
while his morbidity is hidden from him by the 
lack of a well-kept temperature chart and 
routine postpartum examinations. 

The rural practitioner, who is compelled at 
present to do much obstetrical work, is, in the 
country at large, according to investigations 
made last year, some fifty-four years of age 
and was graduated some twenty-nine years 
ago. (The figures for Minnesota are lower.) 
He necessarily has the weak and strong points 
of that time of life. He has attended some 
1,000 labors and has his opinion as to how they 
should be conducted. 

In the last thirty years opinion has changed 
regarding the use of rubber gloves, of the 
mask, the treatment of inevitable abortion, the 
use of pituitary extract, the use of. chloroform 
anesthesia, methods of analgesia, prenatal care 
and hospitalization. Hardly any general prac- 





_ “Read before the annual meeting of the Minnesota State Med- 
ical Association, Saint Paul, May 17 to 19, 1926. 
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titioner will be found in accord with the gen- 
erally accepted opinion on each and every one 
of these subjects. To him at the half-century 
mark new material needs to be presented in 
a manner to appeal to his judgment, reasoned 
out and detailed. 

The subject of obstetrics labors under the 
disadvantage of not being a suitable one for 
repeated clinical demonstration. No matter 
how carefully some modification of an operat- 
ive procedure is described, men will seek an 
ocular demonstration before making use of it. 
This is not feasible in obstetrics. Hence the 
need of carefully detailed descriptions. 

To reach the general practitioner these de- 
scriptions must be published in those journals 
to which he subscribes—the journals pub- 
lished in the state and the Journal of the 
American Medical Association. 

Do the published papers to which the gen- 
eral practitioner has ready access meet his 
needs? This viewpoint will be kept in mind 
in this paper. 

Many excellent and notably practical papers 
have been published locally by Adair, Besses- 
sen, Condit, La Vake, Litzenberg, Mussey, 
Rasmussen, Randall, Simons and others. 

The Medical Society of the State of Massa- 
chusetts in an attempt to meet the situation in 
that state invokes the memory of Oliver Wen- 
dell Holmes, a former president of its society, 
who eighty years ago called attention to the 
contagiousness of puerperal fever, and formal- 
ly asks the support of the profession for the 
purpose of reducing maternal mortality. At 
intervals the section on obstetrics publishes 
in the state journal the number of deaths in 
the puerperal condition with comment on the 
percentage in the preventable classes and with 
practical instruction in the elements of routine 
obstetrics. Is not that society right when it 
enters into the details of diagnostic and thera- 
peutic technic more minutely than is usually 
done in the papers we generally get from ob- 
stetrical experts who seem too often to write 
as one expert to another and to be afraid of 
hurting anyone’s feelings by descending to 
minute details where details are the essence of 
the instruction? This attitude may be very 
flattering to the general practitioner but is not 
conducive to better obstetrics. 








ANTEPARTUM CARE 

All observers agree that maternal mortality 
and morbidity can be reduced when adequate 
care has been given to the pregnant woman. 
Antepartum supervision fits in well with the 
general practice of medicine. The subject has 
recently received considerable attention in our 
journals. A list, which may well be kept on 
hand for reference, should include the follow- 
ing suggestive items: abnormal weight in- 
crease, possible pyelitis, vaginal bleeding, re- 
striction of automobile riding, early periodical 
irritability of the uterus, restriction of sexual 
intercourse, restriction of fatiguing work, 
anemia, care of the skin, intertrigo in the stout, 
misconceptions and fears on the part of the 
patient, notification by the patient of unusual 
symptoms. The patient should be seen rou- 
tinely once a month the first six months, twice 
a month the last three. Polak states that in- 
creased blood pressure antedates albuminuria 
by days and weeks. He has noted that a short 
forearm and short middle finger and an un- 
usually shaped lumbo-sacral rhomboid suggest 
an unusually shaped pelvic outlet. 

A late study of 984 maternal deaths in Mas- 
sachusetts shows that, in 89 per cent of the 
cases, there was a lack of adequate antepartum 
care. 

LABOR 


In the lying-in room there should be a dis- 
tinct and conscious stepping-up of the quality 
of the service to be rendered, that we may not 
merit the reproach of DeLee, who says three 
of the five most comomn errors in obstetric 
practice are: failure to complete one’s diag- 
nosis, failure to practice real asepsis and down- 
right neglect of the patient. He was speaking 
of hospital practice. 

On the way to the call, the practitioner may 
well run over in his mind any sources of con- 
tagion he may recently have come in contact 
with. He will reflect whether or no a mask is 
needed. 

A well-warmed room will usually take the 
place of the aseptic drapings of the hospital, a 
critical inspection of the fuel container being 
to him of more importance than that of the 
linen closet. A roll of aseptic absorbent cot- 
ton, the ends protected by the manufacturer’s 
wrappings, provides a continuous source of 
aseptic sponges for all usual purposes other 
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than for repair work. A portable device takes 
the place of the delivery room bed. 

To help meet rural conditions it is here sug- 
gested that two pair of rubber gloves, intact 
and sterilized, be filled with a reliable antisep- 
tic solution; that both pairs be worn at the 
same time, to the end that, on the removal of 
the outer glove at the last moment, a sterile 
inner glove may be available for any vaginal 
interference. If the gloves are to remain on, 
the solution remaining within the inner pair 
may be diluted with sterile water. When not 
upon the hands the gloves should be kept 
sunken in a reliable antiseptic solution by a 
plate in a circular vessel with sloping sides. 

The rubber glove was introduced into ob- 
stetric work about 1900, after the graduation 
of many men now in active practice. The first 
reaction to the suggestion of rubber gloves in 
obstetrical examination was a look askance at 
the grievous proposal to blind the diagnostic 
eye at the end of the finger with a rubber film. 
Some will remember the noted surgeon who 
prided himself on the sharpened finger-nail 
with which he claimed to rupture the amniotic 
sac. Had he lived he would certainly have 
resisted the innovation for a time! Doubtless 
convincing proof of the life-saving benefit of 
rubber gloves was published at the time but 
not sufficiently widely to reach all. 

Little has been published lately about rectal 
examinations. The lateral position with the 
back of the patient towards the examiner is 
here suggested as presenting the advantage of 
keeping the thumb away from the vulva. Some 
quick pieces of information are obtainable but 
one doubts if massaging the os uteri with a 
part of the vaginal wall is an aseptic pro- 
cedure and whether relianée upon this method 
does not sometimes induce a pusillanimous 
hesitation to enter the vagina or the uterus 
when the situation demands it. 

The three following items from our journals 
provoke thought concerning unnecessary 
manipulations : 

Dipper, an observer in Peking, China, re- 
ports a great increase in puerperal fever in the 
last two decades and finds that, with the scien- 
tific obstetrics of today imperfectly exemplified, 
the Chinese mother is less safe than twenty 
years ago when no examinations of the os were 
made by native obstetricians. 
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In an investigation of 984 maternal deaths 
in Massachusetts it was found that 592 were 
associated with operative intervention and, in 
the opinion of many general practitioners, this 
operative intervention contributed to increase 
the total of unfavorable results, even after 
making allowance for cases inevitably operat- 
ive from the beginning. 

A Minnesota general practitioner has shown 
that 1,000 unselected cases have been delivered 
with the use of forceps in but four instances— 
a percentage of 0.4. Most of us would have to 
admit a percentage twenty or thirty times as 


great. 
ANTISEPTICS 


With the swing of the pendulum we hear 
again of intravaginal antisepsis, of massaging 
the walls of the vagina with a dram of 4 per 
cent mercurochrome solution an hour before 
any vaginal interference. DeLee, who uses 
the preliminary scrub and cleanup method 
with excellent results, is thinking of combining 
with it the iodin or perhaps the mercuro- 
chrome preparation. 

The subject of antiseptics in labor is a live 
one for the general practitioner. He would like 
to hear some laboratory man on the whole 
subject. It is quite certain that some sepsis 
is incurred by faulty use of antiseptics. If we 
are depending on unreliable antiseptics, on in- 
effective strengths of reliable antiseptics, if we 
are allowing too little time for effective 
strengths of reliable antiseptics to work, if we 
are asking the impossible from any antiseptic, 
we should be informed in detail of our possible 
mistakes and any erroneous notions should be 
exploded. 


NEW PROCEDURES 


As an illustration of the difficulty of getting 
complete descriptions of new procedures, the 
synergistic rectal ether analgesia is here se- 
lected. In order to try out the method a first 
time successfully and with due appreciation of 
every detail the account given by Gwathmey 
and Hooper last fall in St. Paul with their 
latest formule was collated with the preced- 
ing accounts by A. B. Davis and Randall and 
the subsequent one by an Australian observer. 
The pieced-out description follows: 
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When the cervix is two fingers dilated, the 
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pains coming three to five minutes apart and 
lasting thirty or more seconds and with the 
patient complaining of pain, give intramuscu- 
larly (not hypodermically), deeply (for com- 
plete and rapid absorption and to prevent 
sloughing), in the gluteal region (not in the 
outer side of the thigh), with a long needle 
(not with the ordinary short hypodermic 
needle), and during active pain: 


Morphine Sulphate \% grain 
Novocain 3%4 grain 


Sterile 50% solution of chemically 
pure Magnesium Sulphate 2 c.c. 


Twenty minutes to two hours later, accord- 
ing to the degree of relief obtained, repeat the 
injection. Randall, speaking of the injection 
without novocain, notes that the injections 
give a reasonably comfortable first stage, and, 
more important, a relaxation of the cervical 
tissues, which materially assists dilatation. 
Davis states that if the injections are given 
towards the end of labor, with sedative effect, 
delivery often takes place before there is any 
indication for the ether instillation. Gwath- 
mey then gives the following rectal instilla- 
tion: 


Quinine Hydrobromide gr. 20 
Alcohol dr. 3 
Ether 02. 2.5 
Olive Oil q. s. ad oz. 4 
or 
Quin. Alkaloid gr. 20 
Alcohol m. 45 
Ether OZ. 2.5 
Olive Oil q. s. oz. 4 


or heavy liquid petrolatum. 


The druggist can put this up, being cau- 
tioned to use ether for anesthesia. 

Give, if necessary, an additional intramus- 
cular injection of the 50% magnesium sulphate 
with novocain but without morphine. 

If labor is prolonged beyond four hours re- 
peat the whole program, Davis noting that 
subsequent instillations of ether should never 
be given at less than 2% hour intervals and 
always with only 10 grains of quinine. 

The Australian observer adds the following 
details: The administration requires: a 150 
c.c. funnel, 50 cm. of rubber tubing, one glass 
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connection, one soft rubber catheter, size 20 
French. 

Before these injections are commenced the 
patient should have two or three enemata to 
clear the pelvic colon. 

During the analgesia the patient is main- 
tained in quiet surroundings, cotton wool is 
inserted in the ears and a bandage is applied 
over the eyes to reduce external stimuli. Ma- 
nipulations are reduced to a minimum. 

The patient is placed in Sim’s position for 
the instillation and the anal region is smeared 
with vaseline to prevent excoriation. The 
catheter is passed in about 20 cm. (8 inches) 
to clear the fetal head. Air is excluded from 
the rubber tube, after which olive oil is run in 
and immediately followed by the mixture, this 
being gently milked in between the pains and 
then the patient is asked to “squeeze up” the 
sphincter so as to produce retroperistalsis. 
The catheter is next withdrawn and pressure 
is maintained during three or four contractions 
by a pad against the anus. 

Davis gives some additional precautions: 
The patient must be watched while asleep, as 
she may turn from side to side and fall out of 
bed. Make every effort to have the instilla- 
tion retained, by telling the patient to co- 
operate by keeping the mouth open during the 
next few pains, by telling the patient she will 
get relief if the instillation is retained, by leav- 
ing the clamped catheter in the rectum for ten 
or fifteen minutes, by making no vaginal or 
rectal examinations for at least one hour after 
instillation. He gives as little ether by inhala- 
tion as possible at time of delivery. He notes 
that colitis, true diabetes and auditory disturb- 
ances are the only contraindications to this 
method. 

Harrar tells us that he is convinced that 
rectal ether analgesia is the safest and most 
effective method for the relief of pains of child- 
birth over a period of hours that has so far 
been devised, its applicability being much 
greater than that of scopolamin amnesia, and 
that it can be safely and effectively used by 
the physician in home confinements. It is 
proper to add that the Australian observer, 
quoted above, does not agree with this. He 
considers it a hospital procedure and states 
that it has the disadvantage also of not always 
being effective and here the disadvantage is 
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felt so much because it is very dangerius to 
give a general anesthetic to the recipicnt of 
these gluteal and rectal injections. DeLee 
uses the method in selected cases with satis- 
faction. 


PITUITARY EXTRACT 


While a minority of us has consistently 
fought shy of pituitary extract in the sccond 
stage of labor, probably a large majority does 
so use it, taking the precaution of using it in 
small doses and the same firm’s output. If 
this practice ought to be discontinued, much 
cogent argument will have to be broadcast. 

J. Whitbridge Williams, in a special article, 
says he has practically abandoned its use in 
the second stage and resorts to operative de- 
livery instead, but uses it in the third stage 
after expulsion of the placenta, following it 
with ergot, which takes effect about the time 
the pituitary extract begins to weaken. 

Rucker shows that pituitary extract never 
gives periods of rest between contractions but 
always a continuous series of contractions 
with increase of intrauterine pressure. 

The Handbook of Therapy (1920) advises 
the hypodermic use of ergot as soon as the 
head is born and says pituitary extract may be 
used cautiously. 


THIRD STAGE 


The third stage of labor has received ade- 
quate mention in our journals along the line 
laid down by Polak in his classical article pub- 
lished in 1915. The picture of the placenta 
springing off at its central portion, with blood 
then acting as a wedge to separate more and 
more of it until the more firmly attached cir- 
cumference is reached, if npt interfered with 
by manipulations, should appeal to every prac- 
titioner’s judgment. 


FOURTH STAGE 


The postpartum conservation of the mother’s 
blood has been emphasized of late in our jour- 
nals. An article by Harper in 1923 is in the 
same class as Polak’s in that it goes into the 
cause of abnormal loss of blood and its pre- 
vention by the management of each labor from 
its beginning, in not allowing the uterus to be- 
come tired out. He also points out that bleed- 
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ing does not “come on” suddenly but that in 
all cases bleeding has been continuous from 
the beginning of this stage, being concealed, 
if not open, showing itself by increase in size 
of the uterus. 

Burgess’ method of attacking postpartum 
hemorrhage from an atonic uterus is endorsed 
by DeLee as suitable for home confinements. 
Burgess places his left hand well up on the 
abdomen and by rapid pressure downwards 
expels all blood from the uterus and vagina. 
Immediately this is done he takes a sterile 
towel—set aside for the emergency—in his 
right hand and crowds it against the perineum, 
closing the vulvar orifice, and by pressure from 
above and from below checks all bleeding. He 
does not massage the uterus but maintains 
firm pressure. He then is in position to direct 
the elevation of the foot of the bed, the ban- 
daging of the legs, the giving of ergot and 
pituitrin, and the giving of salines by rectum 
if not subcutaneously or intravenously. 


IMMEDIATE REPAIR 


The failure of the textbooks to adequately 
describe and illustrate immediate repair work 
has not been met by recent articles so far as 
this search shows. 

The instructions issued on leaving a confine- 
ment case must be explicit and suited to the 
intelligence of the attendant and the resources 
at hand. In this connection one may be per- 
mitted to express a doubt of the advisability 
of using even an originally aseptic perineal 
pad, tied down as it usually is, if the nurse is 
efficient, and shifting accurately up and down 
over the anal region. 

It has not been sufficiently emphasized that 
our duties as obstetricians do not really end 
until our patient has regained her usual health. 

In conclusion a general practitioner would 
appeal for the continuance of the practical pa- 
pers we have been having in our local journals 
in some cases detailing the minutie of new 
procedures and in others bringing uppermost 
the rationale of the advice given. 

Classical papers like Polak’s and articles re- 
cording the consensus of opinion of experts on 
matters that have been under discussion might 
well find a depositary in the Handbook of 
Therapy of the American Medical Association. 
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THE POSTPARTUM REPAIR OF OB- 
STETRICAL INJURIES.* 





W. A. Coventry, M.D. 
The Duluth Clinic 
Duluth, Minnesota 





It has come to my observation that within 
the last few years the number of patients who 
consult me for conditions in the pelvis and the 
pelvic floor, which are directly due to obstet- 
rical injuries, is becoming very markedly de- 
creased. However, I believe the percentage 
of patients now having post-obstetrical com- 
plications can still be lessened to a consider- 
able extent. For that reason I am prompted 
to write this paper on the postpartum repair 
and correction of pelvic injuries. 

Lacerations of the cervix uteri can, in prac- 
tically all cases, be ascribed to: (1) the ap- 
plication of forceps before the cervix has slip- 
ped over the head; (2) the performance of a 
version before the cervix is completely dilated ; 
(3) the use of pituitrin in the first stage of 
labor; (4) severe contractions of the uterus, 
forcing the head through the cervix before 
dilatation is complete; and (5) wilful incision 
of the cervix by the obstetrician, sometimes 
indicated in rigid cervix or eclampsia. 

Lacerations of the pelvic floor may be due 
to: (1) the proper or improper application of 
forceps; (2) version; (3) percipitate labor, 
either spontaneous or from the use of pituitrin ; 
or (4) a normal labor in which disproportion 
between the size of the head and the pelvic 
outlet is present. Lacerations of the pelvic 
floor are always discouraging to the attending 
obstetrician. Still I believe that 75 per cent of 
all primiparas, delivered spontaneously and 
with due care, will receive somewhere within 
the birth-canal a laceration of some degree. 

The application of the high forceps is almost 
certain to cause laceration somewhere in the 
birth-canal and is apt to be quite high up in 
the vaginal wall, where the damage may be 
great due to lacerations of the urogenital 
fascia. The danger of mid-forceps is not as 
great as that of the high forceps but still 





*Read before the annual meeting of the Minnesota State Med- 
ical Association, Saint Paul, May 17 to 19, 1926. 
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greater than the low forceps in which the head 
is simply slipped over the perineum. 

The performance of an episiotomy, when it 
seems reasonably certain that a laceration is 
going to occur, is in my opinion perfectly 
justifiable. Personally, I prefer a central epi- 
siotomy for the reason that the repair after- 
wards is more easily accomplished and one can 
use in the repair a procedure such as would be 
used in a secondary operation. 

Realizing the fact that lacerations of the 
perineum and the cervix are in a large major- 
ity of the cases excusable, I plead today for 
the repair of any and all lacerations immediate- 
ly postpartum. 

If any of the conditions that are likely to 
produce a laceration of the cervix are present, 
I believe the cervix should be fully investigated 
to ascertain whether it has been lacerated or 
not. This is easily accomplished by the use 
of two pairs of tenaculums or a sponge forceps, 
pulling the cervix down and inspecting its en- 
tire circumference. Lacerations, as we know, 
are usually bilateral and can be determined 
quite easily ; when determined, they should be 
stitched with a twenty-day chromic catgut con- 
tinuous suture. The danger of infection if 
done under proper surgical procedure is nil. 

Regarding lacerations of the birth-canal, it 
is is imperative that the lacerations be looked 
for. I feel quite certain from my own ex- 
perience and the observation of others that 
many lacerations of the vaginal wall are en- 
tirely missed in the postpartum inspection. 

One should not look only at the perineum and 
give it a casual glance, but should go over the 
entire vaginal wall—anterior, posterior and 
lateral—using the gloved hands to separate 
the parts and visualize the field. I feel quite 
certain that many tears of the lateral anterior 
vaginal wall are missed. There are also tears 
of the lateral vaginal wall which do not ap- 
pear nor connect up with the perineal tear; 
these are present usually after forceps delivery 
but may be after a normal spontaneous deliv- 
ery as well. If found, they should be stitched 
with continuous chromic catgut. Lacerations 
of the perineum, whether or not they involve 
the levator ani muscles, should be stitched 
with chromic catgut, following the procedure 
of a secondary repair on the perineum, namely, 
widely separating the laceration; introducing 
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interrupted chromic catgut sutures, finding the 
muscle if torn and bringing it together; prox. 
imating the hymen fringe; then stitching the 
posterior vaginal wall with interrupted or con- 
tinuous chromic catgut ; then inserting chromic 
catgut in a running suture, incorporating the 
fascia covering the levator ani muscles and 
then returning subcuticular, so that your cat- 
gut as far as the perineum is concerned is all 
subcuticular. This in my hands has been a 
very satisfactory method in the repair of per- 
ineal lacerations. 

I will grant you that many have had good 
results by the use of silkworm-gut, but I do 
believe that better results can be obtained by 
treating these cases as if you were doing a 
secondary repair of the perineum, individual- 
izing your muscles, your fascia and your skin. 
For this reason I believe the central episiotomy 
offers more satisfactory results than the lateral 
one. If an episiotomy has not been done, the 
rough, uneven and jagged portions of the va- 
gina should be excised so as to make the 
wound as smooth looking as possible. 

The mere fact that one stitches these parts 
in approximation as they were before being 
lacerated does not tell the entire story. Pro- 
cedure must be carried on as if one was doing 
a real surgical operation; there should be a 
complete re-application of sterile towels and 
dressings to the perineum, and even some- 
times a change of gloves. The work must be 
carried on so as to avoid any contamination 
whatsoever. 

The final restoration of the vaginal parts is 
aided a great deal by the general condition of 
our patients. A patient who has been in labor 
for many hours and who has become extremely 
exhausted is not apt to ge§ as primary and 
rapid a union as one who is more vigorous and 
has not been exhausted. The patient who is 
very anemic, or who has had a postpartum 
hemorrhage, is not apt to heal as rapidly or 
well nor be as free from sepsis as one whose 
blood count is not low. This then reverts 
back to other things concerning the conduct 
of pregnancy which have decided beneficial ef- 
fects upon the convalescence of labor, i.e. the 

proper prenatal care of patients. Proper pre- 
natal care as regards the presence of albumin, 
the presence of anemia, etc., will aid a great 
deal in the quick and prompt repair and re- 
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storation of the pelvic parts. The conduct of 
labor itself has a great deal to do with this 
question; the proper use of morphine and 
hyoscine during the first stages of labor so that 
the patient does not become too exhausted be- 
fore the cervix is fully dilated; and the use of 
ether, chloroform or gas during the second 
stage conserves your patient, and its use is 
strongly recommended. I believe that if your 
patient is in the second stage of labor for two 
hours without delivery, it is time to put her 
to sleep and find out what is the matter and 
then correct the condition found or deliver 
manually. 

Restoration of the uterus to its proper posi- 
tion is very important in the proper conva- 
lescence of the obstetrical patient and the early 
assumption of the knee-chest position is of 
value. By the postpartum examination, one 
can make certain of the position of the uterus 
and if it is not correct a pessary should be 
inserted to hold the uterus in good position. 
These methods aid greatly in the convales- 
cence of our patients and the proper restora- 
tion of the pelvic parts. 

My plea is that postpartum patients should 
have proper restoration of the pelvic parts, 
with proper suturing; should be conserved as 
much as possible during the course of labor; 
should be examined repeatedly if necessary 
postpartum so as to ascertain the condition of 
the pelvis. 





SHOE DYES AND ANILINE POISONING 


Serious poisoning with the now widely used shoe 
dyes is by no means of uncommon occurrence. The 
toxic ingredient is the solvent of the pigment and ap- 
pears to have been either nitrobenzene or aniline. The 
shoe dyes containing aniline are relatively inoffensive 
in odor, and for this reason are the more insidious, 
though less toxic than preparations containing nitro- 
benzene. The Chicago department of health will re- 
quire that all shoe dyes bear a warning of their danger. 
(Jour. A. M. A., July 3, 1926, p. 34.) 





METHENAMINE 


Methenamine is the name now used in the new U. S. 
P. X. for the substance described in the old pharma- 
copeia as hexamethylenamine; it is a more convenient 
contraction of the scientific name hexamethylenetetra- 
mine. (Jour. A. M. A., July 3, 1926, p. 51.) 
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ECTOPIC GESTATION* 





DEFINITION, CLASSIFICATION AND A CONSIDERA- 
TION OF THE SYMPTOMS, DIAGNOSIS, 


AND TREATMENT 





R. J. Hoparr, M.D. 
Willmar, Minnesota 





The plea is often made that ectopic gestation 
is a rare condition, so rare that the general prac- 
titioner may never meet with a case and thus 
needs to know little about it further than to 
know that there is such a condition and that it 
leads to serve internal hemorrhage occasionally. 

Before beginning the general consideration of 
ectopic gestation I wish to establish the impor- 
tance of my subject by the quotation of a few 
statistics. The following figures are a résumé of 
the statistical literature on the subject by A. B. 
Spalding. He found that of 2,955 women ob- 
served with pelvic disturbance there were thirteen 
ectopic pregnancies or one in 227. In this same 
series of cases he found one ectopic in 131 preg- 
nancies and of 86 patients curetted for possible 
abortion and bleeding, thirteen, or 17 per cent, 
were suffering from ectopic gestation. In other 
words, over 17 per cent of the women subjected 
to the dangers of curettage were so jeopardized 
because of failure to recognize the true nature of 
the condition present. This in itself is truly seri- 
ous, not mentioning the added and even more 
grave prognosis due to the pregnancy itself being 
unrecognized. Schauta reports a mortality of 30 
per cent and Veit a mortality of 25-28 per cent in 
recognized cases. I am sure we need go no 
farther to show that the condition is serious and 
one deserving greater consideration and closer 
study. 

Ectopic gestation is the term applied to the 
condition in which pregnancy occurs anywhere 
outside the uterine cavity. Various names have 
been applied. The term extra-uterine is quite 
widely used but is not satisfactory, since it im- 
plies pregnancy outside the uterus and excludes 
cases where the ovum is implanted in the inter- 
stitial portion of the tube. Thus the more accu- 
rate, most applicable, and most satisfactory term 
is ectopic gestation or ectopic pregnancy. 





“Read before the annual meeting of the Minnesota State Med- 
ical Association, Saint Paul, May 17 to 19, 1926. 






Keeping in mind the anatomical relations, one 
can readily see the various possibilities of loca- 
tion upon which classification is based. As might 
well be expected, on this as on all other subjects 
there are diverse and extreme views. Tait, at 
one extreme, believes that every ectopic gestation 
is originally tubal, while Hausmann, at the other 
extreme, believes that most ectopic pregnancies 
are ovarian. The fallacy of the latter’s views are 
readily seen. Tait, however, is very persistent 
and his views were generally accepted until quite 
recently when cases of primary abdominal preg- 
nancy, established as such beyond all reasonable 
doubt, have been reported by such careful ob- 
servers as Galabin, Hirst and Knipe, Witthauer; 
and cases of primary ovarian pregnancy have 
been reported and insisted upon by such men as 
Sweeny, Young and Shea, and others. This 
much is certain, that the vast majority of ectopic 
pregnancies are tubal primarily, many of which 
may rupture and become implanted elsewhere, 
secondarily, and that primary abdominal and 
ovarian gestations, while comparatively rare, oc- 
cur perhaps more frequently than is+ generally 
supposed. 

After reviewing the literature I feel that the 
following classification is thoroughly justifiable: 
1. Tubal. 
A. In free portion of tube. 
1. Primary throughout. 
2. With rupture maintaining original 
placental site. 
a. Into broad ligament, 
b. Into peritoneal cavity. 
3. With rupture and secondary im- 
plantation of the placenta elsewhere. 
B. In the ampulla. 
1. Primary throughout. 
2. With rupture maintaining original 
placental site. 
a. Into broad ligament. 
b. Into peritoneal cavity. 
3. With rupture and secondary im- 
s plantation of placenta elsewhere. 
C. At the fimbriated end. 
1. Simple. 
2. Tubo-ovarian involving ovary sec- 
ondarily. 
D. Interstitial. 
2. Ovarian. 
A. Primary implantation. 
B. Secondary implantation. 
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3. Abdominal. 


A. Primary implantation. 
B. Secondary implantation. 

This classification is self-explanatory. -low- 
ever, the primary tubal, ovarian, and abdo:ainal 
pregnancies must fulfill special conditions t« dif- 
ferentiate them from the other forms. In pri- 
mary tubal pregnancy one or more coats of the 
tube must completely surround the tumor in 
recognizable form. The conditions to be ful‘lled 
in primary ovarian pregnancy are well stated by 
Speizelberg: 

1. An intact tube on the affected side. 

2. A fetal sac occupying the position of the 
ovary. 

3. Connection of the sac to the uterus by the 
ovarian ligaments. 

4. A sac wall containing ovarian tissue in 
several places. 

Jacobson adds to these the following: 

1. The fetus visible in the cavity of the ovary. 

2. Demonstrable connection between the fetus 
and the ovary. 

Primary abdominal pregnancy must fulfill the 
following conditions: 

1. Tubes, ovaries and broad ligament normal 
except when the ovum is attached externally. 

2. No penetration of the intraligamentary 
spaces from ovarian fimbria. 

3. No intraligamentary rupture of the tube. 

4. No escape of ovum from uterine cavity. 

5. Proof that the peritoneum forms the re- 
flexa of the ovum. 

With these points of definite differentiation 
before us and with the present day opportunities 
for gross and microscopic study at operation or 
autopsy, authentic cases reported by careful ob- 
servers can scarcely be questioned. Thus it 
would seem that the above clagsification, based, 
not on any one man’s experiences, but on the 
conservative and authentic reports of many ob- 
servers with careful and thorough technic, 
should be thoroughly acceptable. 

One of the puzzling and most peculiar facts 
regarding ectopic pregnancy is the universally 
observed fact that it gives rise to so many normal 
signs and symptoms of pregnancy and so ex- 
tremely few and inconsistant abnormal signs and 
symptoms. This in itself makes the diagnosis ex- 
tremely difficult. But in addition to this the multi- 
plicity of locations and complications makes the 
problem of diagnosis doubly hard. The essential 
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condition in diagnosis is that the condition is 
recognized early in order that the mother may 
be relieved of the danger of serious terminations 
later. 

For the sake of convenience and to avoid con- 
fusion the diagnosis will be considered under 
three heads: (1) Diagnosis before rupture; (2) 
Diagnosis at rupture; and (3) Diagnosis after 
rupture. 

In regard to diagnosis before rupture the ques- 
tion may well be asked, “Is it possible?” In 
order that this may be done, two conditions must 
be proved: first, the fact of pregnancy, and sec- 
ond, its location outside the uterine cavity. This, 
of course, must be done in all cases, but the real 
difficulty presents itself before rupture. We may 
grant at once that in the greater percentage of 
cases this is impossible and principally for three 
reasons: First, we rarely get an opportunity be- 
cause the patient does not apply for advice until 
rupture has occurred and more serious symptoms 
have followed ; second, the menses go on and the 
fact of pregnancy is likely to be overlooked en- 
tirely; third, the whole history is apt to be mis- 
leading because of complications or lack of symp- 
toms. The majority of patients have no sus- 
picion of anything whatever being wrong until 
suddenly and without warning rupture occurs. 

When a case does present itself for diagnosis 
we must first establish the fact of pregnancy. 
This we know is impossible with absolute cer- 
tainty until the fourth or fifth month when the 
fetal heart sounds become audible and fetal 
movements evident. Since primary rupture al- 
ways occurs before the fourteenth week, absolute 
diagnosis of pregnancy is impossible before rup- 
ture. However, with the other signs of preg- 
nancy, excluding the absolute signs, a reasonably 
certain diagnosis can be made. Hegar’s sign, the 
Abderhalden test, with the general and local 
changes due to pregnancy and a suspicion on the 
part of the patient, together with disturbed 
menses, all converge to make the diagnosis quite 
certain. Yet, it must be kept in mind that the 
chances of error are great before the fetal heart 
sounds are audible. 

Granted the diagnosis of pregnancy, we must 
now determine its location outside the uterine 
cavity. This is by no means an easy matter since 
all the usual plastic and sympathetic changes 
present in normal gestations are also present in 
ectopic and few or no other changes or symptoms 


ECTOPIC GESTATION 





503 


In addition to the normal 


are demonstrable. 
signs of pregnancy, history of prolonged sterility, 
of salpingitis, abnormal menses, bloody flow, and 
one or two skipped periods with resumed flow 
and shreds of tissue and the patient feeling dif- 
ferent from other pregnancies all lend a grave 


suspicion. Pain is quite a constant symptom. 
Sharp, lancinating, paroxysmal pain, which is 
due to repeated small hemorrhages caused by the 
constant eroding of villi or distension of the 
parts due to growth, unilateral and referred to 
the ovarian region, is indeed very suggestive. On 
palpation the determination of a distended tube, 
on the affected side, or other mass showing elas- 
ticity, tenderness, mobility, and fusiformity, is 
quite characteristic but must be differentiated 
from hydrosalpinx, hematosalpinx, pyosalpinx, 
retroverted pregnant uterus, pelvic abscess or 
exudate, uterine tumor, and thin walled ovarian 
and parovarian cysts. Differentiation from pyo- 
salpinx, retroverted pregnant uterus, pelvic ab- 
scess or exudate and uterine tumors is compara- 
tively simple by mere palpation. Two negative 
conditions are of importance in early diagnosis: 
(1) No elevation of temperature, and (2) ex- 
clusion of uterine pregnancy. In abnormal preg- 
nancies the cervix soon becomes open and re- 
mains so. Failure of diagnosis is often due to 
not keeping the possibility of an ectopic preg- 
nancy in mind and the exclusion of pregnancy on 
the flimsy evidence of lack of amenorrhea. This 
much must be said, however, that the diagnosis 
is not easy previous to rupture but that in a large 
percentage of cases it should be made Especially 
now that we are rapidly arriving at the state of 
education of the public when a call to the physi- 
cian’s office is no longer looked upon with such 
great disfavor by the expectant mother. 

Considering the difficulties of the diagnosis of 
ectopic pregnancy itself, it is readily evident that 
the diagnosis of the type of ectopic pregnancy 
is nigh unto impossible in any case. 

Rupture of the gestation sac may occur in two 
general ways: (1) Intraperitoneal, serious and 
often fatal; (2) extraperitoneal, into the broad 
ligament (always tubal). Lathrop, who has re- 
cently made exhaustive studies of the condition, 
says that diagnosis seems to depend more on the 
severity of the symptoms at rupture than on the 
grouping of symptoms. When rupture occurs 
with severe loss of blood leading to profound 
anemia the diagnosis is much more suggestive 
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than if rupture occurs with slight loss, in which 
case spontaneous recovery may take place. The 
character of the pain, while excruciating, is not 
always unlike that of other acute abdominal con- 
ditions, namely, an ovarian cyst with a twisted 
pedicle, gonorrheal salpingitis, hematosalpinx 
ruptured ovarian hematoma and ruptured vari- 
cosed veins of the broad ligament; but the fact 
of the pain being sudden, excruciating and par- 
oxysmal, with blanching of the patient and evi- 
dence of shock, is valuable evidence in the pres- 
ence of a vaginal discharge and a history of 
pregnancy. The typical history of attack is that 
the patient was suddenly seized with severe pain, 
causing her to fall to the floor in a state of col- 
lapse. If rupture occurs with severe hemor- 
rhage, pelvic examination is of little value. 
There is no mass to be felt and while the blood 
is fluid there is little bogginess in the cul-de-sac. 
Both Ladinske and Lathrop feel that the diag- 
nosis in ruptured ectopic pregnancy is far more 
accurate than in most other cases of surgical in- 
terference in the abdomen. 

In a few cases pain and hemorrhage are ab- 
sent, in which case the pregnancy may go on to 
term. These however are extremely rare. In 
fourteen of Lathrop’s cases vaginal bleeding was 
the first symptom and pain had not occurred at 
the time of operation. There was pelvic tender- 
ness but no pain. In fifteen of his cases there 
was pain but no uterine hemorrhage; in one case, 
history of flowing beginning at regular period 
but no pain, while in fifty-three cases there was 
a fairly typical history of skipped menses, signs 
of pregnancy, pain, vaginal discharge, and signs 
of hemorrhage and shock. While the typical 
signs are not always present, yet the symptoms 
are usually severe enough to excite grave sus- 
picion, and the history and careful observation 
and examination will usually verify the suspected 
condition. In Lathrop’s series of cases the per- 
centage of those in collapse was small, below 10 
per cent. The severity of the attack is not neces- 
sarily proportional to the amount of hemorrhage. 
Severe shock often results from a slight hemor- 
rhage into a preéxisting cavity presumably due to 
the sudden increased pressure. This fact has 
been definitely proved by many observers but 
satisfactorily explained by none. Again, shock 
and collapse do not necessarily mean ruptured 
ectopic pregnancy as might be inferred. 
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Other conditions as ruptured ovarian hema. 
toma also give shock and exsanguination. How. 
ever, careful observation and interpretation of 
the other conditions present will readily diiicrep- 
tiate. 

Rupture into the broad ligament is not so clear 
a case. The hemorrhage is confined and less pro- 
fuse and the symptoms less marked. Such 4 case 
may go on to term. However, with a history of 
pregnancy, palpation of a tumor in the broad 
ligament, resumed menses with passage of de- 
cidua in part or as a uterine cast with no evi- 
dence of true abortion, the diagnosis is consid- 
erably simplified. 

Should we for any reason fail to see the case 
until the first symptoms of rupture have disap- 
peared and the patient has more or less complete- 
ly recovered from the shock, our diagnosis is 
more direct. Usually a tumor forms at the back 
or side of the uterus with a variety of symptoms, 
chiefly those of a foreign body in the peritoneal 
cavity or the broad ligament. If the former, 
signs of local or general peritonitis may appear 
with a distended intestine walling it off above. 
The tumor may displace the uterus forward and 
crowd the bladder and rectum. Pain, hemor- 
rhage and shock may recur from time to time 
with increased size of the tumor, or fatal syncope 
may intervene. 

Rupture into the broad ligament gives less 
marked after-symptoms and peritonitis is usually 
absent. Diagnosis at this time is usually plain. 
With a history such as one should be able to elicit 
and evidence of growing tumor and exsanguina- 
tion the condition can scarcely be confounded 
with anything else. The fetus may continue to 
grow after rupture with the same placental site 
or secondary attachment. Several such cases 
have been reported; two by Lathrop. The fetal 
sac finally ruptures and the fetus dies. Rarely 
does a case come to maturity and allow the de- 
livery of a live mature child by abdominal sec- 
tion. I was able to find but two such authenti- 
cally reported cases. The dead fetus, if small, 
may be absorbed, leaving no evidences ; or it may 
become encysted and either remaining as a litho- 
pedion may be carried for a greater or less length 
of time before being detected, or by suppuration 
may be discharged into the bladder, vagina or 
rectum. Wallace reports a case of a lithopedion 

being carried for twenty-six years, during which 
time four normal pregnancies ensued without 
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complication. Mooney reports one case of his 

own in which the fetus had undergone suppura- 

tion and had discharged through the bladder and 
at operation a humerus was found perforating 
one wall of the bladder with the protruding end 

coated with urate deposits. He also reviews a 

similar case of another observer. Diagnosis of 

this later condition is usually made by eliciting 

a complete history; or, at operation, by finding 

evidence of fetal parts. A lithopedion is readily 

located by #-ray. 

If the fetus is free in the abdomen diagnosis 
is easy. The fetus is of normal size, while the 
uterus can be palpated independent of the fetus 
and is not enlarged in proportion to the duration 
of the pregnancy. The fetal parts can be pal- 
pated and placental bruit elicited. The only con- 
dition that can simulate it is double ovarian cysts 
crowded together behind the uterus and this can 
easily be differentiated, by the absence of fetal 
parts, placental bruit and fetal heart sounds. 
Thus diagnosis after rupture should almost cer- 
tainly be made. 

A condition of such varied course and termi- 
nation and with such indefinite symptoms must 
of necessity be confused with many conditions. 
In a differential diagnosis the establishing of the 
existence or non-existence of pregnancy is suffi- 
cient to clear up the diagnosis in most cases. 
Failing in this, the differentiation becomes much 
more difficult and often impossible. Careful 
eliciting of a complete history and thorough bi- 
manual examination are two essential diagnostic 
measures. 

Suffice it to tabulate the chief differential 
points of the chief conditions involved : 

ABORTION ECTOPIC GESTATION 

. Onset quiet, with grad- 1. Onset stormy, with ir- 
ually increasing regular regular and _ colicky 
pains in the lower ab- pains, sometimes few 
domen, resembling la- and excruciating, local- 
bor. ized on one side. 

. External hemorrhage, 2. External hemorrhage 
profuse or moderate, slight or absent and 
with clots. dark fluid. 

. Symptoms of hemor- . Symptoms of hemor- 
rhage proportionate to rhage and shock much 
blood loss. greater than visible 
blood loss. 

. Only a uterine decidua, 
if anything: no villi 
present. 

. Finding a mass along- 
side the uterus. 


. Discharge of parts of 
ovum. 


. Demonstration of ovum 
in uterus or uterus 
empty and pelvis empty. 


INTRA-UTERINE ANGU- 


LAR PREGNANCY 


1. History that of normal 


pregnancy though, not 
seldom grossesse angu- 
laire causes occasional 
slight hemorrhages and 
pains. 


. No expulsion of mem- 


branes unless abortion. 


. No anemia. 
. Demonstration of tube 


and round ligament on 
outside of tumor. 


. Can feel the wall of 


the uterus pass over 
into the tumor, espe- 
cially during contrac- 
tion. 


. Tumor soft, feels like 


pregnancy high up in 
side of pelvis, and 
moves as a part of the 
uterus. 


. Angular portions of 


uterus contract. 


. Gradually the typical 


shape of the uterus re- 
turns. 


RETROFLEXED GRAVID 


UTERUS 


. History typical of preg- 


nancy. 


. Urinary difficulties 


usual and marked after 
10 weeks. 


. Pain and hemorrhage 


rare and slight. 


. The finger feels the 


angle at the cervix and 
nothing where the fun- 
dus should be. 


. The retroflexed fundus 


is round, smooth and 
more or less movable; 
feels like a pregnancy 
and sometimes  con- 
tracts. 


. Late in pregnancy, con- 


dition is rare and in 
cases of partial retro- 
flexion an adjacent but 
empty uterus cannot be 
felt. 
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. History of colicky 


pains and peritoneal ir- 
ritation for several 
weeks, then stormy 
event (rupture) with 
severe pains, shock, etc. 


. Expulsion of decidua. 


. More or less anemia. 
. Tube and round liga- 


ment not palpable, or 
medial to tumor. 


. The mass is separated 


from the uterus by a 
groove. This is espe- 
cially deep in pregnancy 
in an accessory horn. 


. Tumor harder, lies at 


side of uterus or in 
cul-de-sac, and is not 
movable. 


. No contractions of the 


sac. 


. Tumor becomes more 


and more asymmetric 
at successive examina- 
tions. 
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. History strongly sug- 


gestive of abnormal 
pregnancy. 


. Seldom bladder symp- 


toms until after fifth 
month. 


. The opposite is the 


rule. 


. The finger feels an 


angle but the abdominal 
hand finds the fundus, 
and occasionally the 
fallopian tubes, in front 
of the mass. 


. Mass in the cul-de-sac 


is irregular, fixed, put- 
ty-like, does not feel 
like a pregnancy, and 
never contracts. 


. Late in pregnancy an 


adjacent mass which 
represents the enlarged 
empty uterus may be 
found. 








APPENDICITIS ECTOPIC PREGNANCY 
1. No signs or symptoms 1. Present. 
of pregnancy. 


2. Pain, nausea, and vom- 2. Pain worse, vomiting 


iting, fever. less, fever absent or 
less. 

3. Tenderness and rigid- 3. Tenderness and rigidity 

ity high up. much less and low 
down. 

4. Leukocytosis usual. 4. Leukocytosis equivocal. 


The blood count shows 
increased p.m.ns. and 
mononuclears, the ba- 
sophiles with the signs 
of secondary anemia. 


Low Hb. 
5. Patient flushed and ex- 5. Pale and faint or apa- 
cited. At very begin- thetic. 


ning there may have 
been a little dizziness. 


6. Feel a tumor high up 6. The characteristic find- 


in pelvis. ings. 

7. Uterus and adnexa 7. Tumor low in pelvis. 
normal. 

. No uterine symptoms. 8. Discharge of decidua. 


‘© 0c 


. Abderhalden test usual- 9. 


Abderhalden test posi- 
ly negative. 


tive. 





There are various other conditions from which 
ectopic gestation must be differentiated but in 
those cases the diagnosis is comparatively easy 
and the mere keeping in mind the possibility of 
the condition sets one on the right track. The 
differentiation from ovarian cyst is perhaps the 
most difficult if not impossible. This is due to 
the identity of symptoms in many cases. Ovarian 
cyst inhibits the periodicity of the menses (as 
shown by Halban, Rubin and Waters) and may 
give symptoms of hemorrhage, sudden pain, and 
other symptoms similar to ectopic pregnancy. In 
such cases an exploratory operation is advisable. 

In conclusion let me say: that the condition of 
ectopic pregnancy is a serious one and deserving 
of greater and more serious consideration than 
it too often gets; that the term ectopic gestation 
or pregnancy is the one acceptable above all 
others thus far suggested; that the classification 
herein stated is thoroughly justifiable and that 
the conditions which it implies have been def- 
initely established ; that the early diagnosis, while 
difficult and often impossible, should, with careful 
history taking and proper observation and exam- 
ination, be made much more frequently than is 
usually done; and finally that with the present 
tendency of the general public to look with 
greater favor on more frequent consultations 
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with physicians the condition will be recognizes 
more frequently. 

Treatment, of course, is surgical at the earliest 
moment that a diagnosis can be made. The cop. 
dition of the patient will determine the amount 
of surgery possible but at least the hemorrhage, 
if present, and the pregnancy must be stopped, 


BIBLIOGRAPHY 


—" 


. Baldwin: Jour. Am. Med. Assn., 1913, Ixi, 6. 

Beal: Can. Med. Assn. Jour., 1917, vii, 440. 

Brent: Bull. Univ. Sch. of Med., Balt., 1917-18, 

2, 123. 

4. Campbell: Memoirs of Ext. Ut. Preg., Edinburgh, 
1840. 

. Crossen: 


~~ 


5 Interstate Med. Jour., 1916, xxxiii, 1104, 
6. Cyzevicx: Arch. Gynaek., xcvii, 1. 

7. Devani: Lancet, 1916, 731. 

8. Dougal: Jour. Obst. and Gynec. Brit. Emp., 1914, 


158. 
9. Foreman: Northwest Med., xv, 206. 
10. Green: Ill. Med. Jour., 1916, xxx, 356. 
11. Galabin: Brit. Med. Jour., 1903, 664. 
12. Gordon: Am. Jour. Obst., Ixxv, 1051. 


13. Hartz: Surg. Gyn. and Obst., xxiii, 602. 

14. Heineberg: Penn. Med. Jour., 1915-16, xix, 267. 

15. Heineck: New Orleans Med. and Surg Jour., xviii, 
567. 

16. Hadley: Indianapolis Med. Jour., 1915, xviii, 475. 

17. Harrison: Tr. Am. Gyn. Soc., 1915, xl, 180. 

18. Hammacher: Arch. Gynaek., 1910, xcii, 594. 

19. Hirst and Knipe: Surg. Gyn. and Obst., 1908, vii, 


456. 
20. Heineck: Ill. Med. Jour., xxix, 247. 
21. Heineck: Med. Fortnightly, xlviii, 39. 
22. Heineck: Pacific Med. Jour., lix, 145. 
23. Lathrop: N. Y. Med. Jour., civ, 735. 


24. Langstroth: Jour. Med. Soc. New Jersey, xiv, 349. 

25. Ladinske: Jour. Am. Med. Assn., lxix, 633. 

26. Lytle. Med. Rec., xvii, 33. 

27. Lytle, C. G.: New York State Jour. Med., lxxxix, 
1067. 

28. Macrae: Tr. West Surg. Assn., 1915, cxiv, 530. 

29. Miller: Am. Jour. Obst., lxxiv, 847. 

30. Mooney: Jour. Med. Assn. Georgia, vii, 155. 

31. Montgomery, E. E.: Ill. Med Jour., xxix, 254. 

32. Nason: Penn. Med. Jour., xx, 719. 


33. Noble: Am. Jour. Obst., liii, 497. 
34. Norris: Surg. Gyn. and Obst., 1909, 124. 
35. Oastler: Surg. Gyn. and Obst., xxiv, 224. 


36. Ramsbotham: Obstetrics, 540. 

37. Richter: Zentralb. Jour. Gyn., 1912, 175. 
38. Reed: Lancet Jour. Gyn., exiv, 530. 

39. Rongy: Am. Jour. Obst., Ixxvii, 86. 

40. Sittner: Jour. Am. Assn., 1907, 407. 

41. Smith: Am. Jour. Obst., 1911, 401. 

42. Smith: Jour. Am. Med. Assn., 1912, 1114. 


43. Spalding: Jour. Am. Med. Assn., Ixv, 1156. 





























PATHOLOGY OF PANCREATITIS 


Am. Jour. Obst., Ixxv, 239. 

_ Swecay: Med. Rec., xcii, 522. 

 Scavian: Jour.-Lancet, xxxvi, 285. 

yan: Ectopic Gestation—Thesis. 

Taylor: China Med. Jour., xxix, 326. 

| Taylor, H. C.: Med. and Surg. Dept. Roosevelt 
Hosp., 1915, 147. 

. Taylor, John: Extra Uterine Preg. Text. 

_ Webster: Ectopic Gestation. Text. 

| Whiting: Tr. Phila. Acad. Surg., xvii, 1-5. 

- Waters: Jour. Am. Med. Assn., Ixx, 295. 

_ Wallace: Surg. Gyn. and Obst., xxiv, 578. 

_ Young and Shea: Boston Med. and Surg. Jour., 
Feb. 23, 1911. 


44, Stone: 





CLASSIFICATION OF MERCURIALS 


The A. M. A. Chemical Laboratory has attempted to 
work out a method of laboratory investigation and 
classification of mercurials. A method of evaluating the 
ionization of the mercury in mercury compounds used 
in medicine in the belief that this may have a direct 
bearing on their local irritant and antiseptic action was 
determined. This method was a modification of the 
Dresser yeast method which has been adopted in the 
new Pharmacopeia as a means of testing the silver pro- 
tein compounds contained in the book. According to 
the results yielded with this method, the commonly used 
mercury compounds fall into four distinct classes from 
the standpoint of ionization. Expressing this in terms 
of “Efficiency for equivalent of mercury” with mercuric 
chloride as unity, the first class comprises mercuric 
bromide and chloride, mercuric potassium iodide, mer- 
curic succinimide, sublamine and metaphen, decreasing 
in this order from 1.7 units to 0.36 unit. In the second 
class come the freely ionizable compounds with corre- 
spondingly mild irritation: mecuric oxycyanide, cyanide 
and benzoate, and meroxyl. The third group includes 
mercurosal and the mercury-fluorescein dyes, mercuro- 
chrome, and flumerin. In the fourth class come afridol, 
which does not ionize enough, and mercuric salicylate, 
which does not dissolve sufficiently to affect the yeast 
sensibly. (Jour. A. M. A., July 24, 1926, p. 246.) 





DIATHERMY 


For the local application of medical diathermy, that 
is, the heating within physiologic limits of well de- 
fined parts of the body, it is permissible to raise the 


temperature to from 40 to 45 C. (104 to 113 F.) with 
the proviso that the individual tolerance be taken into 
consideration. Temperatures beyond 45 C., while not 
necessarily leading to complete coagulation of albumin, 
produce injury in the tissues. In general diathermy, 
usually called autocondensation, the safety limit is the 
raising of the temperature up to 2 degrees C. (3.6 de- 
grees F.) above the normal. Higher temperatures are 
apt to lead to severe disturbances. The desirable phys- 
iologic and therapeutic effect is brought about by mod- 
erate heating, causing an active hyperemia and subse- 
quent amelioration of the local metabolism. (Jour. 
A. M. A., July 3, 1926, p. 50.) 


PATHOLOGY OF PANCREATITIS* 


BENJAMIN F. Davis, Pu.D., M.D. 
Duluth, Minnesota 


Secondary pancreatitis of mild grades and 
usually without symptoms, occurs in the course 
of infectious diseases, particularly small-pox and 
typhoid fever?. The gland appears swollen and 
of a reddish color. The gland cells are the seat 
of cloudy swelling and the hyperemic interstitial 
tissue is infiltrated by a cellular exudate. If the 
cloudy swelling progresses to the point of fatty 
degeneration, the gland becomes a pale yellowish 
white and of softer consistency. In rare cases 
definite cavities form containing cellular debris; 
peritonitis may result. Occasionally this type of 
inflammation may be associated with hemor- 
rhages into the substance of the pancreas. 

Primary Pancreatitis—Among the most dra- 
matic of all clinical pictures is that designated 
Pancreatitis acuta hemorrhagica, in which the 
patient is suddenly seized with a deep-seated, 
paralysing, epigastric pain, followed quickly by 
symptoms of paralytic ileus, rapidly leading to 
collapse and even death as though under the in- 
fluence of some powerful poison. In these cases, 
the pancreas and its neighborhood becomes a 
blood-infiltrated mass with numerous areas of 
fat necrosis. Because of the coincidence of the 
extensive hemorrhage and the closely associated, 
widespread necrosis of the tissues of the gland, 
there appears to exist a close analogy between 
this condition and the results of the action of 
activated trypsin in experimental animals. There 
are also strong grounds for believing that this 
type of inflammation may result from the reflux 
of bile or intestinal juice into the pancreas’. 

Suppurative pancreatitis may arise by exten- 
sion from neighboring organs, for instance, a 
perforating gastric or duodenal ulcer. Also in 
pyemia, a condition of pyopancreatitis may arise 
in which numerous, disseminated abscesses appear 
in the interstitial tissues. Similarly to the infec- 
tion of the parotid gland by extension from the 
mouth, infections of the intestinal mucosa may 
invade the pancreatic ducts and thence the gland 
proper; if this is suppurative in character then 


*Read before the annual meeting of the Minnesota State 
Medical Association, Saint Paul, May 17 to 19, 1926. 
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we may have a suppurative inflammation of the 
entire gland. In this condition the gland swells, 
becomes very vascular, dark grey in color and is 
infiltrated with pus. Parenchyma and intersti- 
tial tissues are affected; some of the alveoii are 
swollen with destruction of the cells or become 
distended with pus, while others, surrounded by 
suppurative infiltration of the interstitial tissue, 
are cut off from their blood supply and seques- 
tered. This may happen to a large section of the 
gland which then lies free in a pus-filled cavity 
whose walls consist of agglutinated adjacent or- 
gans. Exceptionally, rupture into intestine or 
stomach follows and the necrotic mass is evacu- 
ated and healing may result. Chiari* reported 
a case in which the entire gland was carried off 
through the bowel. Propagating thrombophle- 
bitis of the portal vein may follow suppurative 
pancreatitis; the vein crosses the posterior sur- 
face of the pancreas and is therefore directly ex- 
posed to inflammatory involvement by contiguity. 

Chronic Fibrous Pancreatitis—In diffuse fi- 
brous pancreatitis the glandular tissue is de- 
stroyed and there is an overgrowth of the inter 
or intra-acinous interstitial tissues or both. One 
sees this in localized areas in cases in which an 
ulcer of the stomach invades the pancreas. In 
the diffuse involvement, the gland may be in- 
creased or decreased in size, extraordinarily 
hard, yellowish gray in color and give a grating 
sensation when cut with a knife. The acinous 
tissue may completely disappear. This condition 
is known as pancreas induration or cirrhosis; it 
is found in some degree in a few diabetics. Oc- 
casionally the head of the pancreas shows es- 
pecially severe changes, becomes hard and nod- 
ular,—so-called tumorlike chronic pancreatitis. 
Icterus may be a symptom of this condition due 
to compression of the common duct. The indur- 
ation may develop as a secondary result of 
chronic low grade infection of the pancreas or 
stone in the duct of Wirsung, gallstones in the 
common duct, carcinoma of the head or body of 
the pancreas itself, or carcinoma of the duode- 
num. In the primary condition congenital syph- 
ilis is a common cause, acquired syphilis, rarely ; 
in the former case the process is diffuse; in the 
latter, one finds localized white scars. Fibrous 
pancreatitis may occur in conjunction with 
atrophic biliary cirrhosis. In such cases there 
is said to be but little alteration in the Islands of 
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Langerhans. Pigment cirrhosis, occurring in , 





























































pancreas, hurriedly examined, was large, soft and 





h 
small number of patients with diabetes, shou a 
be mentioned in this connection. dilate 
Etiology.—All researches have emphas.zed the B "¢ ™ 
association of inflammation of the pancreas wit, @ %??” 
gH ; ce enchy 
cholecystitis. The classical case described by enchy 
Opie* stands as a striking example of stasis jp but 1 
the biliary and pancreatic ducts due to obstryc. 
tion at the ampulla of Vater by stone, and secon. In 
dary invasion of the pancreas from the bile tracts duct 
by way of the duct of Wirsung. However, even the | 
in cases of pancreatitis with a common duct stone mor 
blocking the ampulla, other explanations of the Wit 
pancreatic inflammation are possible. In support part 
of this the following report of a case with au was 
topsy from the service of Dr. William R. Bagley atic 
is presented : I 
> tha 
The patient was a man, 72 years of age. He wa — cat 
first taken sick May 21st, and died June 6, 192. — suf 
The illness came on suddenly with severe pain in the F bla 
upperabdomen, intractable vomiting and deepening ; the 
jaundice, and continued so until death. He had had one 
numerous previous attacks, the first one, the preceding 
October, lasting two or three days, being followed ch 
about every two weeks, by similar seizures. > re 
Examination a week before death and eight days fol. F be 
lowing the onset, disclosed an emaciated man, deeply Fin 
jaundiced and appearing very ill. The pulse was 9, FF t 
: P 
of fair volume, and regular. His temperature was sub- F dt 
normal. Most of his teeth had been extracted. There F 
was no goiter. Heart and lungs were in good condi- F W 
tion. The abdomen was tender to deep pressure in the el 
upper half, and their was no distention of consequence. tc 
The extremities were normal. Hemaglobin 78 per J 4; 
cent (Dare), leucocytes 18,000. The urine contained > 
bile, albumin 3 plus, numerous hyaline and granular 
casts and leucocytes. y ¥ 
On June 1, an exploratory operation under novocaine [7 
anesthesia was done. The gallbladder was found dis- Ft 
tended with yellowish-white, mucoid liquid. Its walls ; ¢ 
were thick and of a distinctly reddish cast with ad- | 
hesions to the duodenum. Nb stones were found. The 
‘ 





smooth except at the head where it seemed hard but not 
nodular. The common duct appeared to be complete- 
ly blocked by the head of the pancreas. As the condi- 
tion of the patient did not seem to warrant more ex- 
tensive exploration, a rubber tube was placed in the 
gallbladder and the abdomen closed. Following opera- 
tion the pain and vomiting continued and the patient 
died on the sixth day. 

At autopsy (by Dr. Hilding Anderson), the interest- 
ing findings were in the pancreas and ampulla of 
Vater. “Pancreas is thickened and contains through- 
out its substance many areas of suppuration and ne- 
crosis.” There is no hemorrhage. “A stone is found in 
the ampulla of Vater. The stone measures 2.5 cm. in 
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Jength, about 1 cm. in thickness; it is cylindrical in 
shape. ‘(he common, cystic and hepatic ducts are much 
dilated. The exit of the pancreatic duct lies at about 
the middle of the stone.” Microscopically, the areas of 
suppuration and necrosis involve both stroma and par- 
enchyma. Beyond these areas, neither stroma nor par- 
enchyma shows much involvement, and the ducts are 
but little changed. 


In this case a cylindrical stone in the common 
duct and ampulla lay snugly over the orifice of 
the pancreatic duct. Who can say whether com- 
mon duct liquid regurgitated into the duct of 
Wirsung, or whether there arose a complete or 
partial damming up of pancreatic liquid which 
was then primarily responsible for the pancre- 
atic disease. 

Lymphogenous Infection —It is recognized 
that the lymphatics of the gallbladder communi- 
cate freely with those of the liver, both deep and 
superficial. Likewise, injections into the gall- 
bladder lymphvessels readily find their way into 
the lymphatics of the common duct and pan- 
creas’. Inflammation spreads along lymphatic 
channels; therefore, anatomically, there is no 
reason why pancreatitis and cholecystitis may not 
be secondary to each other, the infection travel- 
ing by way of the lymphatics. Since the lym- 
phatics of the liver, gallbladder, common bile- 
duct and pancreas are thus continuous, evidence 
which points to the lymphatics as the portal of 
entry for gallbladder infections may be applied 
to a similar portal of entry for pancreatic infec- 
tions. In part, this evidence is as follows: 

1. The very common association of hepatitis 
with cholescystitis and of both with panecreatitis. 

2. Bacteria injected into the portal vein or its 
branches, in experimental animals, may be re- 
covered in a few hours from the gallbladder and 
pancreas even though the cystic duct and cystic 
artery is ligated previous to the injection in or- 
der to prevent entrance of bacteria via the blood 
or the lumen of the duct. 

3. Likewise, inflammation of these organs 
may be produced. 

4. Hepatitis results as a sequel of experi- 
mental cholecystitis in which spread to the liver 
through the blood vascular and duct connections 
is prevented by ligation. 

Hematogenous Infection. — In July, 1921, 
Rosenow’® published the results of a series of ex- 
periments in which he had succeeded in repeated- 
ly causing cholecystic and pancreatic lesions by 
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the intravenous injection of streptococci. Wheth- 
er or not we accept Rosenow’s ideas on selective 
localization, the fact of experimental blood- 
borne pancreatic infection remains. In this con- 
nection, the following case reports are offered: 


Case 2 (Courtesy of Dr. Lloyd L. Merriman). Mrs. 
H., aged 40, was first examined April 18, 1921. She 
complained of pain and tenderness across the abdomen 
just above the umilicus, not influenced by food taking 
or by bowel movement; pain in the left lower quad- 
rant of the abdomen; irregularity of the bowels; 
headache; anterior and posterior nasal drainage; fre- 
quent head-colds and sore throats; a bad taste in the 
mouth; and loss of appetite. Examination showed an 
undernourished woman; heart and lungs normal; 
marked tenderness just above umbilicus and to the left, 
and a palpable, tender, descending colon. The tonsils 
contained pus, there were five abscessed teeth, and 
polyps were found in the nose. Transillumination and 
X-ray of the nasal accessory sinuses showed evidence 
of wide-spread involvement. Smears from the gums 
contained diplococci and the organism characteristic of 
Vincent’s angina. Repeated specimens of urine con- 
tained sugar. Mucous was present in the stools in 
abnormal amounts. A diagnosis of pancreatitis with 
secondary diabetes mellitus, colitis, diseased tonsils, 
pyorrhea alveolaris, multiple alveolar abscesses and bi- 
lateral pan-sinusitis was made. The abscessed teeth 
and tonsils were removed and radical operations were 
performed on the sinuses of both sides. The patient 
has been under observation for nearly five years since 
the operations and sugar has never been found in the 
urine in spite of the fact that she is now on an unre- 
stricted diet. The abdominal pain and the evidence 
of bowel irritation have completely disappeared. 

Case 3. Mr. J. F. E., aged 51, was first examined 
June 29, 1925. The patient complained of headache, 
occasional sense of fullness in the stomach, lack of 
energy and constipation. He had had gonorrhea in 
1894, typhoid fever in 1895, the tonsils “split” in 1905, 
the right maxillary sinus opened in 1915 and influenza 
in 1918. Examination revealed a robust, full-blooded 
man about 5 feet and 10 inches tall, weighing 200 
pounds. The right antrum showed evidence of disease. 
Blood pressure, 130/90, pulse 72; hemaglobin 96 per 
cent; leucocytes, 6,700. Urine examination on several 
succeeding days showed small amounts of sugar, no 
albumin or casts. A diagnosis of right antrum infec- 
tion, and pancreatitis with secondary diabetes mellitus 
was made. Under dietary treatment the sugar rapidly 
disappeared from the urine; following this, a radical 
sinus operation was done. Immediately thereafter the 
urine contained albumin, casts and erythrocytes but no 
sugar. Complete recovery gradually ensued. This pa- 
tient has been followed for nearly a year without the 
reappearance of glycosuria although he has returned 
to a full diet. 


If we may accept the findings in these cases 
at their apparent face value, we have clinical 
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verification of Rosenow’s experimental results, 
namely, hematogenous pancreatitis. 
SUMMARY 

The pancreas presents most of the classical 
types of inflammation common to tissues in gen- 
eral, modified in certain cases by the specific se- 
cretion of the gland itself. Infection may reach 
the gland via the duct of Wirsung, but the lym- 
phogenous and hematogenous routes are of great, 
and possibly, of first, inmportance. 
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PRESENT STATUS OF B. ACIDOPHILUS AND 
B. BULGARICUS THERAPY 
Recently the question was brought before the Council 
whether the successful implantation of B. acidophilus 
might be secured in other ways than through adminis- 
tration of Bacillus acidophilus milk, and the question 
was also raised whether Bacillus bulgaricus preparations 
were worthy of continued recognition. To obtain in- 
formation on these and related questions, a question- 
naire was sent by the chairman of the Council’s Com- 
mittee on Lactic Acid Ferment preparations to his asso- 
ciates on the Committee and to others known to have 
studied the Bacillus acidophilus problem. As a result 
of the information which was obtained, the Council 
dedided: (1) Bacillus acidophilus milk and broth cul- 
tures and concentrates of B. acidophilus will continue 
to be accepted, provided the preparations are marketed 
under non-proprietary descriptive names; provided the 
number of viable organisms contained in a stated quan- 
tity at the time of sale is declared on the label or in 
the advertising; provided the label bears an expiration 
date; and provided that for broth cultures and concen- 
trates the advertising emphasize the need of carbohy- 
drate (lactose or dextrin) administration. (2) Other 
preparations of B. acidophilus, such as tablets, emul- 
sions and candies, will not be accepted unless adequate 
evidence is presented to show that the implantation of 
B. acidophilus may be secured through their use. If 
such evidence becomes available, they will be accepted 
under the conditions outlined under (1). (3) Bacillus 
bulgaricus preparations will be retained, provided the 
claims for these are revised in accordance with modern 
opinion to show that they are considered to be of value 
only in the preparation of soured milk and that all 
claims for their intestinal implantation and for their 
value as external application be discontinued. (Jour. 
A. M. A., July 17, 1926, p. 172.) 
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PHYSIOTHERAPY IN GROUP 
HOSPITAL PRACTICE.* 
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Saint Paul 





Physiotherapy, or the use of physicai meth- 
ods in the treatment of disease, has ouly as- 
sumed the importance it deserves in daily prac- 
tice since the war. It is not the purpose of 
this paper to go into the history of physio- 
therapy, or to deal in detail with all the vari- 
ous forms of physical treatments which are 
used at the present day, but merely to outline 
those procedures which, from personal experi- 
ence and observation, have seemed to be in- 
dispensable in the daily routine of hospital and 
private practice, and to list the principal path- 
ological conditions which are benefited by such 
procedures. There are, of course, other forms 
of treatment than those to be mentioned which 
are undoubtedly useful in certain conditions, 
but these are omitted either because of lack of 
experience with them, or because it is felt that 
the benefit to be derived from them does not 
justify the necessary outlay in time or money. 
No attempt will, of course, be made to include 
#-ray or radium therapy in this outline. 
gical diathermy is also excluded. 

The treatments are carried out preferably in 
a separate department, or in rooms permanent- 
ly set aside for such treatments, and should be 
under the active supervision of a doctor 
trained, so far as possible, in the work. The 
actual work is carried out by trained physio- 
therapists, but many of the procedures can be 
performed by an untrained assistant if proper- 
ly supervised. The necessary equipment can 
be reduced far below that ordinarily advised 
and still be sufficient for practically all essen- 
tial treatments. The character of this equip- 
ment varies with the location and the amount 
of work to be done, but the following has been 
found eminently satisfactory for giving some 
six thousand treatments a year. 

A separate waiting room and three dressing 
rooms help to accelerate the work and prevent 
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unnecessary delays. In addition, an arrange- 
ment oi five work-rooms is used, electrical out- 
lets being so planned that movable apparatus 
is feasible. One room contains a light cabinet 
and a shower bath as permanent fixtures, and 
two sinks in different rooms are fitted with 
wringers for use in giving hot packs. The 
largest room is the “gymnasium.” This room 
has stall bars along one wall, a set of chest 
weights with overhead, floor and chest level 
pulleys, a large mirror fastened to one end 
wall with a painted line on the floor leading 
to it, a set of flying rings, and a Sayre’s sus- 
pension apparatus as its fixed appliances. A 
few wands, a table for recumbent exercises and 
a stool for use with the stall bars completes the 
equipment. The other rooms all have tables 
for treatments and massage, one of the tables 
being very low so that the necessary distances 
can be obtained for Alpine lamp therapy. A 
chair with a head rest is in the room where 
the water cooled quartz lamp is used. The 
electrical equipment consists of a large dia- 
thermy machine which can be wheeled to the 
various rooms, a wall plate, which has been 
fastened to a portable carriage, an air cooled 
quartz lamp, a water cooled quartz lamp with 
its various quartz applicators, a small portable 
radiant light cabinet for use on extremities, 
and several small “therapeutic lamps,” both of 
the radiant light and infra-red types. A Bris- 
tow faradic coil completes this type of equip- 
ment. The various small accessories, such as 
towels, blankets, robes, etc., need not be listed. 

The first of the physical measures which it 
is desired to bring to your attention is the 
much maligned diathermy. This agent, owing 
to its being derived from a piece of rather awe- 
inspiring electrical apparatus, and to the ac- 
tivity of the manufacturers, has been and is 
still being terriby abused by various cults out- 
side our profession, and also, it must be admit- 
ted, by some of the less scrupulous and more 
ignorant in the profession. This abuse cannot 
detract from its value in properly selected 
cases, and if the agent is looked upon as one 
for limited use, and not as a cure-all, it will be 
found to be a powerful aid in the treatment 
of certain injuries and diseased processes. Dia- 
thermy is merely the therapeutic application 
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of a bi-polar, high-frequency current to the 
body, the result of which is the development of 
deep heat in the tissues between the two poles 
and a sedative action on the nerve endings in 
such tissues. A slight hyperemia of the skin 
under the electrodes always takes place and 
there is active dilatation of the smaller blood 
channels in the deeper tissues due to the heat 
generated. This means an increase in the 
blood supply to the part treated, and also a 
hastening of the venous return from it. The 
general body temperature is raised after local 
diathermy due to the dissemination of the 
generated heat by the blood stream. With 
these facts in mind the type of case in which 
diathermy is indicated can be readily picked 
out, and to list those which seem to react best 
is all that the scope of this paper permits. 
Sprains of all types, especially when marked 
effusion is present, acute fractures, after a suf- 
ficient time has elapsed for the bleeding to 
stop, delayed union and non-union of fractures, 
acute traumatic arthritis and bursitis, and 
acute muscle injuries are the traumatic condi- 
tions which seem to call for diathermy if it is 
desired to cut down the disability to the short- 
est possible time. Subacute infectious arthri- 
tis and acute infectious arthritis, if pus is not 
present, such as is seen in Neisserian infec- 
tions, frequently improve rapidly and the pain 
in the acute Neisserian joints is usually re- 
lieved almost immediately. Cases of bursitis, 
myositis, and neuritis, due to chronic infec- 
tious conditions, are of course preeminently fit- 
ted for diathermy, and many of the chronic 
urological and gynecological lesions clear up 
quicker with this agent than with those com- 
monly used. In infantile paralysis the nutri- 
tion of the paralyzed muscles is apparently 
greatly aided by the heat generated in them 
between the two electrodes. Fibrillation is 
also said to be arrested. The use of diathermy 
in pneumonia and pleurisy is favorably report- 
ed upon in the literature but I have made no 
personal observations in this field. 

The high frequency current can also be used 
in the form of so-called auto-condensation in 
cases of simple hypertension, with excellent 
temporary, and some permanent, results. Care 
must be used, however, in the selection of pa- 
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tients and the effects of treatment carefully 
checked. 

The other forms of electricity which seem to 
be of definite use in a limited number of cases, 
are the faradic and galvanic currents. The 
latter definitely relieves fatigue of muscles and 
has a sedative effect on nerve endings. Mus- 
cular contraction can also be produced by di- 
rect stimulation of the muscle tissue itself, 
without the necessity of the nerve endings be- 
ing intact. It is important to distinguish be- 
tween the two poles before using this agent, 
as they have practically opposite effects. Cases 
of individual muscle fatigue, “writer’s cramp,” 
and some of the paralytic groups respond well 
to this agent. 

Faradism has its greatest value in the diag- 
nosis of peripheral nerve lesions, as it acts 
through the nerve endings in the muscles, but 
it also is beneficial in exercising weakened 
muscles where the endings are still at least 
partially intact. Cases with peripheral nerve 
lesions can be distinctly helped if care is taken 
not to overstimulate the involved muscles. 

Under the heading of light therapy two 
forms must be discussed—radiant light, and 
the true ultra-violet light as obtained from the 
direct rays of the sun, the quartz or Alpine 
lamp, and the carbon-arc lamp. Many forms 
of so-called violet therapy are concerned, and 
must not be confused with the true sources 
mentioned. 

Radiant light and heat as obtained from 
large electric bulbs, either in single holders or 
in cabinets or groups, cause marked hyperemia 
in the superficial tissues and the skin, stim- 
ulating them as a result of this hyperemia. A 
definite analgesic effect on pain, frequently 
deep seated, is noticed and the general bodily 
metabolism is undoubtedly increased. In any 
condition where local heat is indicated, noth- 
ing superior to radiant light can be found, as 
the light itself is definitely analgesic, even 
without the heat. 

Hot packs have the same general effect as 
radiant heat and cause the same stimulation 
of the superficial circulation with an analgesic 
action on deep-seated pain. As a preliminary 


to massage hot packs or radiant heat and light 
are usually used. 
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Ultra-violet light, on account of its impor. 
tance in the therapeutic field, deserves much 
more space than is possible to give it here. 
As with diathermy we frequently find zhis jp. 
dispensable agent in the treatment of disease 
greatly abused, but must not condemn it for 
that reason. The direct, unfiltered sunlight, 
the light from a quartz burner, and the rays 
from a carbon arc are the only satisfactory 
sources of supply. With proper technic for 
general exposures there is a definite tonic ef- 
fect on the body functions resulting chiefly in 
an increase in the hemoglobin, red cells and 
platelets of the blood, and an increase in me- 
tabolism, especially that of calcium. The rays 
are apparently absorbed by the circulation and 
distributed to all the body by it. Rickets, med- 
ical and surgical tuberculosis, except active 
pulmonary cases, chronic infections and ane- 
mias are the main types of general conditions 
calling for this treatment. Sometimes an un- 
accountable effect on deep seated or superficial 
pain is noticed after exposures. Skin condi- 
tions, such as acne, respond so readily to ultra- 
violet light that its use is decidedly the treat- 
ment of choice. For early x-ray burns this 
agent is apparently the only effective one 
known. The water cooled quartz lamp gives 
off powerful bactericidal rays which are of 
the greatest value in the treatment of such 
conditions as pyorrhea, nose and throat infec- 
tions, local ulcers and tuberculous sinuses. 
General radiation should, as a rule, be used in 
conjunction with this local treatment, especial- 
ly if the lesion is a tuberculous one. 

Massage, as a therapeutic agent, is of im- 
mense benefit in certain conditions, but must 
be carefully and scientifically prescribed, and 
its limitations understood. In general, mas- 
sage accomplishes the removal of waste ma- 
terial from the tissues by increasing the venous 
and lymphatic circulation to the parts, and, 
secondarily, increases body metabolism. The 
sedative effect of massage is due to its action 
on the sensory nerves. Local massage is in- 
dicated in sub-acute and chronic traumatic in- 
flammations, and can also be used to a lesser 


extent in chronic infectious conditions. As an 


Sr en 








adjunct 
convale 
valuab! 
cases, 
tone 4 
strong 
sage 4 
dersto 
obtain 
In | 
one ¢ 
field i 
aims 
tially 
of ne 
that 
valu 
one 
the 
Onl, 
obt 
mus 
ing 
I 
the 
one 
tre 
as 
su 





Yaa ate 












q 
4 


She: FIRES 


Raa a sa ei EL cetay 5 3:2 





“OHA cones 









adjunct to heat and exercise it is invaluable in 
convalescing fractures. General massage is 
valuable in the treatment of many medical 
cases, especially those with lowered bodily 
tone and those where the sedative action is 
strongly called for. The various forms of mas- 
sage and their proper application must be un- 
derstood if the best possible results are to be 
obtained. 

In the treatment of infantile paralysis the 
one outstanding measure in the therapeutic 
field is muscle training. This operation, which 
aims at the re-education of paralyzed or par- 
tially paralyzed muscles, and the development 
of nerve paths to such muscles, is so important 
that no brief description will convey its true 
value, and it can only be mentioned here as 
one of the procedures which occupies much of 
the time in a physiotherapeutic department. 
Only well qualified individuals can expect to 
obtain results, as the action of all the muscles 
must be thoroughly understood and the train- 
ing scientifically applied. 

Probably one of the most important physio- 
therapeutic measures which can be used, and 
one which has the widest scope in the field of 
treatments, is exercise. In considering exercise 
as a therapeutic agent and prescribing it as 
such, a physician has it in his power to build 
up certain of his patients far beyond any point 
which could be reached if this procedure were 
neglected. Medical gymnastics or corrective 
exercises consist of systematically arranged 
motions which must be accurately performed 
by a willing patient and which when so carried 
out develop definite muscle groups as planned 
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by the physician. The object of such devel- 
opment is the correction of mechanical faults, 
such as postural defects, the building up of 
weakened muscular and bodily tone and the 
strengthening of cardiac, digestive and respira- 
tory functions. The so-called asthenic type 
of individual nearly always improves under 
properly graduated exercises, and the ptosis of 
the organs which so commonly accompanies 
this condition is remarkably benefited as the 
abdominal and other trunk muscles get strong- 
er and perform their work properly. After 
operations or prolonged illnesses, the disabil- 
ity due to weakness, which is so often present 
when the patients first get up, can be mini- 
mized if exercises of the proper kind are start- 
ed some time previously. Weak feet and met- 
atarsalgias react so well to the proper exer- 
cises that no treatment of these conditions is 
complete without the addition of this measure. 
It must not be thought that each of the 
measures above listed is an entity so far as 
the treatment of any certain condition is con- 
cerned, for as a rule more than one agent is 
used. Combinations are necessary and if the 
actions of the various forms of physical thera- 
peutics are remembered, patients will get the 
greatest good from their proper application. 
It is hoped that some definite idea of the 
value of physiotherapy has been conveyed by 
this brief survey of its more important fea- 
tures, for personal observation of daily results 
obtained in all branches of medicine and sur- 
gery with the various agents bears out the 
contention that no one can afford to overlook 
or neglect this branch of treatment. 





TRYPSOGEN 


Trypsogen, G. W. Carnrick Co., is a pancreatic prep- 
aration for oral use claimed to have a curative action 
in diabetes. In an article published under the auspices 
of the Council on Pharmacy and Chemistry it is stated 
that reliance on the oral administration of the pan- 
creatic preparations thus far prepared has so little justi- 
fication in the treatment of diabetes that such practice 
merits the most vigorous condemnation. It is pointed 
out that the claim that such preparations exert, in some 
mysterious manner, a rejuvenating or stimulating action 
on the diseased pancreas is based on uncontrolled clin- 
ical observation and chiefly on testimonials deserving no 
more consideration than do the similarly ill founded 
claims of the vendors of “patent medicines.” (Jour. 
A. M. A., July 31, 1926, p. 345.) 





GLYEUTHYMENOL 


In the information furnished the Council on Phar- 
macy and Chemistry by the proprietors, Glyeuthymenol 
was stated to have the following composition: thymol, 
30 grains; menthol, 20 grains; eucalyptol, 20 minims; 
synthetic oil of wintergreen, 30 minims; Indian gum 
powder, 3%4 pounds; sodium benzoate, 10 ounces; glyc- 
erin, 2%4 gallons; zinc sulphate, 6 ounces, and water, 
7¥% gallons. The Council reported that the advertising 
designates Glyeuthymenol as a “vaginal prophylactic” 
and stresses its use as a preventive of gonorrhea and 
as a contraceptive. The Council concluded that 
Glyeuthymenol is an unscientific mixture that is sold 
with claims which are misleading and unwarranted and 
that its use is inimical to the public health. (Jour. 
A. M. A., July 3, 1926, p. 51.) 
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At about the third week of intra-uterine life, 
the embryo has developed five branchial arches 
and four intervening clefts. As development 
progresses, the arches grow forward from both 
sides and fuse to form the face and various 
structures of the neck. The clefts are lined ex- 
ternally by ectoderm, and the pharyngeal side is 
lined by entoderm. At first these two membranes 
are separated only by a thin layer of tissue. The 
germ layers from the arches gradually grow to- 
gether and obliterate the clefts. At about the 
end of the sixth week this development should 
be completed. In a small percentage of individ- 
uals, however, embryologic defects occur. When 
the first arches fail to unite with the fronto-nasal 
process we have the classic and well known pic- 
ture of cleft lip and palate. 

In the process of obliteration of the clefts, a 
defect or a remnant may persist. These later ap- 
pear as cysts or fistulz in the neck. 

The type of lesion depends upon the remain- 
ing defect: 

1. The opening may be closed internally and 
externally, the intervening portion being patent 
and remaining buried in the tissues. This may 
develop into a cyst which later presents itself in 
the neck. 

2. The internal opening may be closed and 
the external open, forming an external sinus. 

3. Both internal and external openings may 
be present, resulting in an external and internal 
sinus. 

4. The external opening may be closed and 
the internal open. Thus an internal sinus ap- 
pears, either in the tonsillar fossa or about the 
sinus pyriformis, depending upon which cleft is 
involved. 

This defect is apparently rare. Douglas’ re- 
ports a case in a man who could close his mouth 
and nostril and force air into his neck, and when 
pressing on the neck air would escape into the 
pharynx. 





*Read before the annual meeting of the Minnesota State Med- 
ical Association, St. Paul, May 17 to 19, 1926. 


Teom division of Surgery, The Nicollet Clinic of Minne- 
apolis. 


Remnants from the first cleft are of ittle im. 
portance. They appear as small sinuses, Often 
unnoticed, at the upper and anterior aspect of 
the helix of the ear or on the lobule. 

The second cleft is most commonly involved, 
The sinus from this opens internally into the 
tonsillar fossa. The third and fourth clefts, less 
commonly affected, open internally near the sinys 
pyriformis. The location of the lesion ext ernally 
is constant. Whether cyst or fistula, it appears 
at the anterior border of the sterno-mastoid 
muscle. 


Cysts may be present for a long time without 
giving trouble. As a rule, however, sooner or 
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Fig. 1. 


Lateral view of embryo showing location of clefts. 
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later they become distended or infected, and the 
patient is forced to seek relief. If infected they 
are often opened and become an intermittent dis- 
charging sinus. 

A fistula may be present for years without giv- 
ing serious trouble except for a slight discharge. 
It may heal for a long time, later to open. While 
healed, it not infrequently becomes infected and 
has to be opened. 

The age at which the cyst or fistula appears 
varies considerably. Many are present at birth. 
Most cases are noticed before ten years of age. 
Practically all cases seek surgical relief before 
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the age of 30. As to sex, they seem to be about 
equally distributed. 

The cyst or fistula may be lined with columnar, 
squamous or ciliated epithelium, depending on 
whether it is developed from ectoderm or from 
entoderm on the pharyngeal side. The contents 
of the cyst varies. It is often a pea soup like 
fluid, but sometimes consists of coagulated 
mucin, usually mixed with pus. Not uncommon- 
ly it is mistaken for tuberculous pus. Bailey? 
states that they practically always contain cho- 
lesterol, and stresses this as a diagnostic feature. 
Hemorrhage may occur into a cyst and produce a 
dark, thick fluid. 

The usual history is that some time in early 
life a cyst or fistula has appeared on either side 
of the neck. It may have been present at birth. 
The position is constant. It is located externally 
at the anterior border of the sternomastoid, 
usually between the angle of the jaw and the 
sterno-clavicular junction. If a cyst, it may have 
remained a painless swelling without any ma- 
terial change for a long time. If it has become 
infected it may have opened by itself or have 
been incised, and persisted as a discharging sinus. 
If it first began as a fistula, it may have dis- 
charged a mucopurulent material for many years, 
often healing for considerable periods. The pa- 
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Fig. 2. Anterior view of embryo showing position of arches 
and intervening clefts. 


tient seeks relief because of the discharge, or 
else it has become infected and formed an 
abscess. 
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On examination the cyst may vary in size from 
1 cm. to one involving most of one side of the 
neck. If it is not too tense it can easily be felt 
to fluctate. An aspirating needle will usually re- 
veal a moderately thick mucopurulent fluid. The 
fistulous tract can often be traced from its open- 
ing upward underneath the sterno-mastoid as a 
thick fibrous cord till it disappears higher up in 
the deep structures of the neck. Injection of 
methylene blue will pass into the mouth if the 
internal opening is patent. A thin bismuth paste, 
as suggested by Gilman,’ can be injected into the 
sinus, and a stereoscopic x-ray will reveal the 
exact location and extent of the lesion. 

With the above history and findings, the diag- 
nosis should not be difficult. There are several 
conditions, however, with which it may be con- 
fused. 

1. Broken down tuberculous gland. In such 
an instance there are usually other glands pres- 
ent. 

2. Malignancy with cystic degeneration. A 
biopsy will give the information. There is some 
question whether a branchial remnant may itself 
become malignant. Bevan‘ cites several such in- 
stances and states that branchial remnants may 
be responsible for some primary malignancies in 
the neck. 

3. Thyroid cysts may very closely simulate 
branchial cysts. They can, however, usually be 
traced to their attachment to the gland, and they 
move with it. 

4. Thyroglossal cysts and fistula. These are 
practically always in the mid-line of the neck on 
the thyroid cartilage, but may be situated to one 
side. 

5. Cystic hygroma. These originate from 
cavernous lymphangiomas, are usually lobulated, 
and contain a translucent fluid. 

6. Lipoma, deep seated. Aspiration reveals 
no fluid. 

7. Chronic retropharyngeal abscess—probably 
rare. An example of this was encountered by 
Coakley® in which he found a branchial cyst in 
this locality. 

When this condition becomes troublesome 
treatment consists of surgical removal. Injec- 
tions of various kinds have been used in the past 
but have as a rule proved unsatisfactory. The 
surgeon should exercise his judgment as to the 

proper time for undertaking such a procedure. 
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Unless it is giving considerable trouble, it should 
not be attempted in children. All abscess forma- 
tion or inflammation should be allowed to com- 
pletely subside. The operation should not be un- 
dertaken lightly since it usually involves dissec- 
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° 
Longitudinal section of embryo—showing position of 
clefts and arches. 


Fig. 3 


tion of many important deep structures in the 
neck. Frazer® says that the location of the tract 
is determined embryologically, and is always con- 
stant. He states that remnants from the second 
external cleft pass between the external and in- 
ternal carotids, in front of the vagus, to reach 
the pharynx at the tonsillar fossa, and that those 
from the third external cleft pass behind the 
common carotid and in front of the vagus to the 
pyriform fossa. However this may be, the sinus 
passes through these important structures high 
up into the neck, and great care should be ex- 
ercised in its removal. If the inner end of the 
sinus terminates in a blind pouch or a fibrous 
cord, which is often the case, it is not so difficult. 
If however it opens into the pharynx, the pro- 
cedure at once becomes more cumbersome. The 
method of choice seems to be to pass a flexible 
probe into the fistula from the pharyngeal side, 
tie the tract to this and invert it into the pharynx. 
Occasionally inflammatory adhesions of the sur- 
rounding structures are so great that only a par- 
tial removal can be accomplished. In such cases 
s the lining should be thoroughly cauterized with 
carbolic or actual cautery. If the tract is com- 
pletely removed, there will be no recurrence. It 
is usually well to leave a small drain in the 
wound for one or two days. 

Branchial cysts and fistula are of comparative- 
ly uncommon occurrence. They appear often 
enough, however, so that they should always be 
taken into consideration in making a differential 
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diagnosis of similar lesions in the neck. It jg 
with this object in view that I am reporting 
the following cases. 


Case 1—The patient, a female aged 24, came to the 
clinic August 29th, 1921. She gave a history that about 
a year and a half ago she had had a tonsillectomy ang 
one week later a small lump appeared at the angle of 
the left jaw. Occasionally it became distended ang 
caused a little discomfort. It had gradually enlarged, 

General physical examination was negative except for 
extensive decay of upper and lower molars. There 
was a fluctuating tumor as large as a medium sized 
orange extending from the lobe of the left ear to the 
level of the thyroid cartilage, just anterior to the 
sterno-mastoid. Forty-five c.c. of a mucopurulent fluid 
was aspirated. Culture was negative. 

Diagnosis: Branchial cyst. 

At operation a cyst was removed, lying anterior to 
the sternomastoid and extending down to the tonsillar 
fossa, where it was attached by a small blind pouch. It 
did not communicate with the pharynx. The cyst was 
lined with stratified squamous epithelium. Uneventiul 
recovery followed. 

It is quite probable in this case that the sinus opened 
into the tonsillar fossa, and that when the tonsils were 
removed it became obliterated and the cyst began to 
form. 


Case 2—A boy, aged 14, was examined at the clinic 
April 10, 1922. At this time he had a large tender 
fluctuating abscess on the right side of his neck, just 
above the clavicle on the anterior border of the sterno- 





Fig. 4. Schematic drawing showing external location of 
cysts and fistulz. 


mastoid. This was at once opened and contained a 
large amount of thick yellow pus. 

His father said that at birth or a few days later a 
discharging sinus was noticed at the site of the pres- 
ent abscess. This discharged till he was six years of 
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age and then healed for four years. After an attack 
of influenza it formed an abscess which was incised. 
Since that time it had closed several times but about 
once a year formed an abscess which had to be opened. 
June 5, 1923, he again returned. At this time a small 
cystic mass was present where the former abscess had 
been. This could be traced upward under the sterno- 
mastoid to the level of the thyroid cartilage. 

Diagnosis: Branchial cyst. 

At operation, June 5, 1923, the cyst was removed 
without rupture and extended from the sterno-clavic- 
ular junction upward underneath the sterno-mastoid. 
passing between the external and internal carotid to the 
tonsillar fossa, where it ended in a narrow, thin funnel, 
patent to its termination. It did not open into the 
pharynx. The cyst contained 2 ounces of semingelat- 
inous fluid and was lined with stratified squamous 
epithelium. Recovery was uneventful. 


Case 3—A girl, aged 17, was admitted to the Univer- 
sity Hospital April 29, 1925, with acute appendicitis for 
which she was operated. During the physical examina- 
tion a swelling was noticed on the right side of her 
neck just anterior to the sterno-mastoid and about mid- 
way between the thyroid cartilage and the sterno- 
clavicular junction. This, she said, had been present as 
long as she could remember, and except for occasional 
swelling had given her no trouble. 

Diagnosis: Branchial cyst. 

Operation was performed May 18, 1925, under local 
anesthesia. The cyst extended up under the sterno- 
mastoid, between the external and internal carotid, then 
down behind the trachea, and ended at the tonsillar 
fossa. Methylene blue was injected and there was no 
communication with the pharynx. 


Pathological report: A pear-shaped cyst 5x3x2 cm., 
inner wall smooth and filled with coagulated mucin. No 
section made. 

Diagnosis: Branchial cyst. 


Recovery was uneventful. 


Case 4—A male, aged 21, was admitted to the Uni- 
versity Hospital November 27, 1925, with a discharg- 
ing fistula on the left side of the neck. 

History: At birth a small fistula was noticed on the 
left side of the neck. This discharged a seropurulent 
material up to seven years ago, when it healed. Four 
months ago it became swollen and since then dis- 
charged a purulent material which constantly soiled his 
collar. 

Examination revealed a small opening just above the 
left sterno-clavicular junction. A band of induration 
extended upward from this underneath the sterno- 
mastoid. An attempt was made to inject a thin bismuth 
paste for x-ray study, but the opening was so small 
this could not be accomplished. 


Diagnosis: Branchial fistula. 


Operation, December 14, 1925. General anesthetic. 
A long cyst was dissected out from under the sterno- 
mastoid and extended upward between the external 
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and internal carotid to the tonsillar fossa. It did not 
open into the pharynx. Specimen consisted of a cyst 
5 cm. by 1 cm. lined with stratified squamous epithelium. 


Diagnosis: Branchial cyst. 
Uneventful recovery followed. 


Case 5—A boy, aged 7 months, was examined at 
clinic March 3, 1923. 

Three weeks after birth the mother first noticed a 
small opening on the left side of the neck. This had 
remained open except for a few days at a time. 


Examination revealed a small fistula discharging a 
drop of thick clear mucin when the baby cried. It 
was located on the left side of the neck midway be- 
tween the thyroid cartilage and the sterno-clavicular 
junction and opened at the anterior border of the 
sterno-mastoid. A slight thickening could be felt ex- 
tending upward underneath the muscle. 


Diagnosis: Branchial fistula. 


The parents were advised that unless the fistula gave 
serious trouble the child should not be operated until 
it was five years of age. 


A letter from the parents April 30, 1926, states that 
the fistula has been healed about one year and the 
child is well. 


CONCLUSIONS 


1. Branchial cysts and fistule result from a 
remnant or defect in obliteration of the bran- 
chial clefts. 

2. They are relatively uncommon but should 
be kept in mind in making a differential diag- 
nosis of similar lesions in the neck. 

3. They contain a mucopurulent material, and 
are not infrequently confused with broken down 
tuberculous or malignant glands in the neck. 

4. The location is constant. They always ap- 
pear at the anterior border of the sterno-mastoid. 

5. The onset is usually during the first decade 
of life and most cases seek relief before the age 
of thirty. 

6. The treatment is surgical removal. 
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Statistics showing the percentage of persons 
susceptible to diphtheria, as evidenced by a posi- 
tive Schick test, are being reported from various 
sections of the country and indicate that Park’s 
much quoted figures are not widely applicable. 
The tests reported in this paper were performed 
over the past three years upon students entering 
the University of Minnesota and, as such, will 
serve as an index of the immunity in a limited 


age group in Minnesota as compared to other 
states. 






































TECHNIC 








In making these tests, tuberculin syringes and 
5/8 inch, 25 gauge platinum-iridium needles were 
used. No toxin was used more than twenty-four 
hours after being diluted. The amount of toxin 
inoculated was 0.2 c.c. containing 1/50 M.L.D. 
Heated toxin was used as a control. The inocu- 
lations both for the test and for the control were 
made on the same forearm, the control below and 
the test above. The toxin was obtained from 
several different commercial laboratories and 
from the department of bacteriology of the Uni- 
versity of Minnesota. So far as could be judged, 
without a special study, the various toxins gave 
similar reactions. Pseudo reactions were inter- 
preted as being negative and combined reactions 
as positive. 














































SUSCEPTIBILITY 


The total number of students tested during 
three years was 8,089, of which 5,183 were boys 
and 2,906 girls. Of this total number tested 52 
per cent were positive and 48 per cent were nega- 
tive. Of the boys 51 per cent were positive and 

. 49 per cent negative; while of the girls 54 per 
cent were positive and 46 per cent negative. 

The total of 52 per cent positive and 48 per 
cent negative compares with the reports on simi- 


lar groups from other parts of the country as 
follows: 













Number Posi- Nega- 
Name of Institution tested tive tive 
University of Minnesota.......... 5,183 52% 48% 
University of California}........ 329 69% 31% 





RESULTS OF THE SCHICK TEST AT THE 


UNIVERSITY OF MINNESOTA 






Smith College? 


iseosesctsbceiasiiiaceeios 305 77% 239 
McCormick Institute, Chicago? 752 71% 20% 
Boston Nurses and Medical 

Students* 500 60% 





40% 
RESULTS ACCORDING TO AGES 


It has been noted by practically every one who 
has studied the Schick reaction that the highest 
percentage of positive tests occurs between the 
ages of one and two years and that the decrease 
in the number of positive tests is gradual and 
regular up to adult life. For example, Park re- 
ports the results of the Schick test in various age 
groups in New York City as follows: 


6 to 12 months 60 per cent positive 


1 to 2 years 70 

2 to 3 years = ” 6 
3 to 5 years 40 g 
5 to 10 years 30 as 
10 to 20 years 20 ” = 
Over 20 years 15 ™ _ 
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Percentage of positive Schick tests according to age. 
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Fig. 1. 


Kelly, Stevens and Beathg in California report 
the following results?: 








1 to 4 years—Male 


76.6 per cent positive 


Female 78.7 zs 
5 to 9 years—Male 67.9 4 i 
Female 72.4 7 = 
10 to 14 years—Male 51.4 . m 
Female 65.2 i a 
15 to 19 years—Male 41.5 . 7 
Female 59.0 ’ 


The age distribution of the students tested in 


this study was small, so 


the results according to 


age could be analyzed only for age groups cov- 
ering for the most part a single year. Such dis- 
tributions are shown in Figure 1. 
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As will be seen from this figure there is very 
little difference in the percentage of susceptibles 
in these age groups but a tendency for a slight in- 
crease from 16 to 21 years of age will be noted. 
This is contrary to what has been reported by 
others and no explanation for it is apparent. 


SUSCEPTIBILITY ACCORDING TO SIZE OF 
HOME COMMUNITY 
Various writers have reported that the per- 
centage of susceptibles is higher among children 
from rural communities than among children 
from the cities*®7 and higher among children 
from better homes than among poor children.?.* 
The probable reason for this is that the children 
from rural communities and from better homes 
have less exposure to repeated small doses of in- 
fection which produce a so-called “natural im- 
munity.” 
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Fig. 2. Percentage of positive Schick tests according to size 
of home community. 


Figure 2 shows the relative amount of suscep- 
tibility in students from communities of various 
sizes. The residence of a student was taken as 
the place in which he had spent the major por- 
tion of his life previous to entering the Univer- 
sity. The groupings according to size* are 
the same as were used in the studies of physical 
defects and past diseases of students at the Uni- 
versity of Minnesota.° 

These tests show the lowest percentage of 
susceptibles among the students from large 
cities and a tendency for the percentage of 
susceptibles to increase gradually as the home 
communities became smaller. 





*The classification of communities according to population was 
as follows: Large cities, 50,000 or more; small cities, 5,000 to 
50,000; towns, 1,000 to 5,000; villages, 50 to 1,000; rural, less 
than 50. 
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RELATION OF TEST TO HISTORY OF DIPHTHERIA 
The experience of clinicians is that as a gen- 


eral rule one attack of diphtheria does not 
confer an immunity to subsequent attacks. 
But why, then, can an immunity be developed 
by the injection of toxin-antitoxin, is a ques- 
tion frequently asked. Surely, one reasons, it 
would seem that toxin liberated during an at- 
tack of the disease should be more effective 
in producing a permanent immunity than the 
small amount of toxin injected with the toxin- 
antitoxin mixture. 


Doubtless this would be 
true were the toxin during an attack of the 
disease allowed to remain free to act as an 
antigen in stimulating the development of a 
prolonged immunity. However, when a child 
contracts diphtheria, the recovery of the child 
from that attack is far more important than 
its development of a prolonged immunity; so 
whenever a case of diphtheria is diagnosed, the 
attending physician gives antitoxin in quanti- 
ties presumably sufficient to more than neu- 
tralize all free toxin. As a result, unless the 
antitoxin is given late, the patient will not 
develop any active, prolonged immunity. The 
mild undiagnosed cases that do not receive 
antitoxin, probably account for much of the 
so-called natural immunity which is found as 
people get older. 

Of the students in this group who gave 
histories of having had diphtheria, 41 per cent 
had positive and 59 per cent negative Schick 
reactions. 

COMMENT 

This analysis of the results of the Schick 
test at the University of Minnesota shows a 
relatively large amount of susceptibility in a 
group of young adults. As would be true of 
any student body the group is somewhat se- 
lected as compared to the general population, 
but when we find, even in a somewhat selected 
group, that 52 per cent of young adults are 
susceptible, there must be a much larger pro- 
portion of the children of grade school age 
susceptible. In New York, where at the age 
of 15 to 20 years only 20 per cent were sus- 
ceptible, Park® found 70 per cent of children 
I to 2 years of age susceptible. In Minnesota 
with 52 per cent of University students suscep- 
tible at the age of 1 to 5 years, one would 
expect a much higher percentage than the 30 
to 70 per cent found in New York City. This 
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large proportion of susceptibles in Minnesota 
is particularly interesting at this time since 
the State Board of Health is providing toxin- 
antitoxin for administration to the school 
children throughout the state, and it would in- 
dicate that such a large proportion of children 
of school age or lower are susceptible to diph- 
theria that it is most practical to give all of 
them toxin-antitoxin inoculations without first 
performing Schick tests. 


SUMMARY 


1. During the past three years 8,089 Schick 
tests have been performed on students enter- 
ing the University. Of this number 5,183 were 
on girls and 2,906 on boys. 

2. Of the total number tested 52 per cent 
gave positive reactions, indicating susceptibili- 
ty to diphtheria toxin. 

3. The percentage of positive reactions was 
slightly higher among the girls than among 
the boys. 

4. The age distribution in this group was 
small but there was not the expected decrease 
in susceptibility among the older ones. 

5. There was a slightly greater amount of 
susceptibility among students from the smaller 
communities than from the larger. 

6. The large proportion of susceptibles 
seems to indicate that in dealing with children 
of school age or younger in Minnesota, it 
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would be more practicable to give all «f them 
toxin-antitoxin inoculations than to inoculat. 
only those shown to be susceptible by a preyj. 
ous Schick test. 
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AID FOR THE TRAINING OF LEADERS IN 
NURSING 


“Whatever the solution of the nursing problem, one 
thing seems certain. There will, in any event, be a need 
for able and thoroughly trained women as administra- 
tors, teachers, and supervisors. It is this training of 
leaders in countries in which codperation in public 
health or medical education or both is being given that 
primarily appeals to the Foundation. 

“Ordinarily, except in cases of wide sectional differ- 
ences, aid is confined to one government or university 
school in a given country. Assistance takes several 
forms: contingent gifts toward buildings and equip- 
ment, contributions, usually in decreasing annual sums, 
to current budgets over a series of years, fellowships 
for persons of exceptional ability, and study visits 
abroad for selected administrators. 

“During 1925 the Foundation supported a School of 
Nursing in the Peking Union Medical College; contrib- 
uted to the budget of the Yale University School of 
Nursing, which now grants the degree of Bachelor of 
Nursing to university matriculants who complete suc- 
cessfully a combined five-year course in the science 






curriculum and in nursing education; made similar 
grants to Vanderbilt University and the George Pea- 
body College for Teachers, Nashville, Tennessee, which 
jointly conduct a hospital and public health nursing 
course; pledged $130,000 toward a nurses’ home project 
and contributed to the teaching budget of a Brazilian 
government school of nursing/in connection with the 
Hospital Geral de Assistencia in Rio de Janerio; and 
aided the same sort of plan for building and mainte- 
nance at the Cracow University School of Public Health 
and Bedside Nursing in Poland. 

“In addition to this characteristic program a variety of 
appropriations, large or small, for nursing service or 
education were made in connection with different phases 
of the Foundation’s work. Thus aid was given to the 
Public Health Nursing Service of the Brazilian Depart- 
ment of Health in Rio de Janerio and to the Bureau 
of Public Health visiting, France. Minor forms of 
heip were rendered to the Salpétriére School in Paris, 
the Charité School in Lyon, the University College 
Hospital School in London, the Nursing School in 
Zagreb, Yugoslavia, and that of the Elizabeth Sleeper 
Davis Memorial Hospital, Peking.”—Rockefeller Foun- 
dation. 
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DIAGNOSIS AND TREATMENT 


DIAGNOSIS AND TREATMENT OF 
EMPYEMA IN THE HOME* 


H. J. Luoyp, M.D. 
Mankato, Minn. 


As home treatment of empyema differs but lit- 
tle from hospital or dispensary treatment, we 
shall include some important points of diagnosis 
in this brief discussion of the subject. The lack 
of X-ray and laboratory facilities usually force 
the general practitioner to depend chiefly upon 
the history and clinical findings of the case, and 
the proper use of the diagnostic needle. The dif- 
ficulties of diagnosis by these means alone, how- 
ever, makes it imperative that the general practi- 
tioner avail himself of the benefits of laboratory 
and X-ray facilities whenever they are within 
his reach. 

Diagnosis—The well known symptoms of fe- 
ver, sweating, rapid pulse and respiration, per- 
sisting after the expected termination of an acute 
inflammatory process in the lungs, need not be 
elaborated upon here. Inspection of the thorax 


to determine equality of excursion of the lower 


portions or of fixation of the upper portions is 
an important point to observe. Tenderness of 
the intercostal spaces; extreme flatness on per- 
cussion and tubular breathing near the upper bor- 
der of the dull area should make one suspect an 
empyema rather than a serous effusion. Retrac- 
tion of the chest wall on the affected side is com- 
mon in cases of long standing empyema, especial- 
ly in children. We would like to stress here the 
fallacy of making a diagnosis of “unresolved 
pneumonia.” One is often tempted to make this 
diagnosis after repeated dry taps. It is doubtful 
whether or not this condition ever exists and it 
is to be regretted that so much space is given to 
the subject in some otherwise good text-books. 
If deligent search be made, the so-called “un- 
resolved pneumonias” will resolve themselves in- 
to empyema, lung abscess, tuberculosis pneumo- 
nia or neoplasm. Many cases have been neglect- 
ed or improperly treated as a result of such a 
diagnosis. 

A history of frank lobar pneumonia, recrudes- 
cence of fever after the crisis, and a thick creamy 
pus aspirated during the first or second week 


“Read before the annual meeting of the Minnesota State 
Medical Association, St. Paul, May 17 to 19, 1926. 
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following the crisis should usually lead to a diag- 
nosis of pneumonoccic empyema. The amount 
of pus is usually not large and one seldom finds 
abscesses in the lung associated with it. Follow- 
ing broncho-pneumonia or influenza, the material 
aspirated at first is of a thin sero-purulent char- 
acter and of a grayish yellow color. It is usually 
more extensive and may be associated with mul- 
tiple abscesses of the lung. The streptococcus is 
the chief etiological agent in these cases, and the 
virulent course and rapidly fatal termination is 
usually found in this class. Those of us who had 
experience in the military service in 1918 can 
well recall our bitter experiences with the strep- 
tococcus empyemas following influenza. 

When the aspirated fluid is of a thin, translu- 
cent or merely cloudy character, and the history 
of the case shows a gradual onset of the primary 
lung infection with progressive involvement of 
the lung and increasing intensity of other symp- 
toms, one should look for a tuberculous process. 
The prognosis is bad, especially if there is evi- 
dence of a mixed infection in which the strep- 
tococcus has invaded the tuberculosis fields. 

There is one other condition to which the at- 
tention of the general practitioner should be 
called and that is the finding of a milky or 
chylous fluid. When this fluid is found, one 
should immediately think of malignancy in the 
lung. The fluid may also be tinged with blood 
and forms rapidly and in increasing quantities 
following aspiration. Search should be made for 
enlargement of the “pilot” glands in the supra- 
clavicular spaces at the root of the neck and also 
among the axillary glands. The onset may be 
sudden and thus misleading. We can recall a 
case which came under our care about two years 
ago. The patient had been in apparently good 
health, when he had a chill, and perspired pro- 
fusely. Temperature rose to about 102, and effu- 
sion formed rapidly in the left pleural cavity. 
Very large quantities of a milky fluid were re- 
peatedly aspirated. Fatal termination came in 
about three months. Biopsy of a superficial 
gland had shown evidence of lympho-sarcoma, 
and autopsy revealed a severe general sarcoma- 
tosis, in which nearly all the organs, as well as 
the lungs, were extensively involved. 

We wish to stress here the importance of the 
fearless use of the aspirating needle. In general 
practice, this should be our chief reliance. Un- 
doubtedly we are reluctant to subject our patients 
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to this procedure as they are usually weak and 
hervous when afflicted with this complication, 
but the delay caused by this timidity may delay 
diagnosis and proper treatment, and cause irre- 
parable damage to the lungs and kidneys. 
Treatment—As this discussion of the subject 
is from the standpoint of the internist and gener- 
al practitioner, the matter of treatment may be 
expressed in one short phrase—Prescribe a sur- 
geon. However, the opportune time for surgical 
interference must be chosen carefully. When 
one is fairly sure that he has a pneumococcic 
empyema to deal with, one aspiration should be 
performed, and if the symptoms do not subside 
and there is evidence of reaccumulation of pus, 
then the patient should be sent to a hospital and 
proper surgical drainage established. If one is 
dealing with a streptococcus or mixed infection 
following broncho-pneumonia or influenza, then 
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repeated aspirations should be performed at jn- 
tervals of a few days, until the pus becoms thick 
and general symptoms show that nature’s »rotec- 
tive wall has been well established. The case js 
then ready for the surgeon. Operating too soon 
is dangerous is this type of empyema, as {ie ex. 
perience in the army during the influenza epi- 
demic of 1918 clearly taught us. 

We shall not discuss here the relative merits 
of the open or closed methods. Selected cases 
may be successfully treated by the injection of 
gentian violet, 1:1000 solution, or a 2 per cent 
solution of mercurochrome. Major reports a 
high percentage of cures in a series of cases by 
this method. We have also seen some good re- 
sults from it. However, taken as a whole, 
empyema belongs to the field of surgery, and 
meddlesome medical procedures may work harm 
to the patient. 





NEW YORK’S NEW MEDICAL PRACTICE LAW 


The House of Delegates, at Dallas, unanimously 
adopted a resolution thanking Governor Smith of New 
York for his interest in the protection of .the people 
against quackery and urging him to approve the med- 
ical practice act passed by the legislature. This act, 
known as the Webb-Loomis bill, was recently signed 
by the governor and has had the support of the Med- 
ical Society of the State of New York. It requires 
every physician to register annually and to pay a fee 
of two dollars, on or before January 1. A list of the 
physicians so registered is to be sent to each registrant 
in March, with a request that he report every known 
practitioner of medicine whose name is not listed. Reg- 
istration fees are available for the enforcement of 
the act. The Board of Regents, the licensing body, is 
authorized to appoint inspectors to enforce the law 
throughout the state. Prosecutions are to be by or 
under the direction of the attorney general, and not 
by local district attorneys as at present. A “commit- 
tee on grievances” is to be appointed by the Board of 
Regents, consisting of seven licensed physicians ap- 
pointed from lists submitted by the Medical Society 
of the State of New York, the New York Homeo- 
pathic Society and the New York State Osteopathic 
Society, and three appointed independent of such nom- 
inations. This grievance committee may hear all 
charges against licensed physicians looking toward the 
revocation of their licenses. It merely reports its find- 
ings and recommendations, however, to the Board of 
Regents. The board may accept or modify the find- 
ings and recommendations of the committee, and in any 
case the defendant may appeal to the courts. The 
grievance committee may act as a board of arbitration 
in controversies between two or more physicians, or 
between a physician or physicians and other person, if 


the parties so request. The new law, correcting a con- 
dition disclosed by a recent decision of the New York 
Court of Appeals, provides that in an action for dam- 
ages for personal injuries or death against an un- 
licensed person, arising out of an act or acts constitut- 
ing the practice of medicine, the fact that such person 
was practicing without license shall be deemed prima 
facie evidence of negligence on his part. An alien 
seeking a license to practice medicine must have de- 
clared his intention of becoming a citizen, and if hé 
fails within six years from the date of such declaration 
to furnish evidence of naturalization, his license termi- 
nates. In view of the time and energy that have been 
devoted to the drafting and enactment of this law, the 
profession will look forward with interest to the re- 
sults accomplished by it. The physicians of New 
York are apparently almost unanimous in their belief 
that, when effective, it will do much to protect the 
public against medical vagaries. (J. A. M. A., May 1, 
1926.) ; 





THE ACTION OF ACETANILID 


The use of acetanilid, phenacetin, and other aniline 
derivatives may bring about symptoms similar to those 
of aniline poisoning. For acetanilid it has been shown 
that, like the mother substance, aniline, it also fails to 
produce methemoglobin despite the allegations of a 
positive sort in the medical literature. The action of 
acetanilid on the blood, heart, and circulation is essen- 
tially the same as that of aniline. Both form para- 
aminophenol in the body, and this may account in part 
for the cyanosis sometimes observed. Prolonged as- 
ministration of sublethal doses of acetanilid also pre- 
duces anemia and emaciation. (Jour. A. M. A., July 10, 
1926, p. 103.) 
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RECENT PROGRESS 


RECENT PROGRESS IN PSYCHIATRY* 





G. N. Runsere, M.D. 


Instructor in Nervous and Mental Diseases, Medical 
School, University of Minnesota 


St. Paul 





The old adage that there is nothing new under 
the sun probably applies to psychiatry today. 
However, at no time in its history has there been 
such widespread interest, both in and out of 
medical circles, or such activity within its field. 
Psychiatry of the ninteenth century may be 
termed materialistic—the attempt was made to 
interpret practically all its problems from this 
standpoint. When Hoche first postulated that 
hysteria was a psychogenic reaction, he was 
looked upon as being unscientific. It is needless 
to say that from a histopathological standpoint 
progress in mental disease has been disappoint- 
ing. In fact, it was probably stagnant and lagged 
behind other branches of medicine very largely 
because of this viewpoint. 

Bumpke expressed the trend in psychiatry to- 
day as a swing from the materialistic to that of 
the romantic. The War brought forcibly to our 
attention the great importance of psychogenic 
factors as causes of mental trouble, with its im- 
mense material of hysteria, neurasthenia, fatigue 
neurosis, and other functional conditions. The 
work of Janet, Freud and Jung has introduced 
a psychologic conception into the solving of 
these problems. The immense literature on psy- 
choanalysis attests the interest in this work. 
Freud has given us a new view in the domain of 
the neurosis. He has been severely criticized, 
and probably justly, in his standpoint of the om- 
nipotence of sex in causing mental disorders. 
However, a psychology has arisen which attempts 
to untangle and trace and bring to light the many 
and often twisted roots of neurotic conditions. 
The facts and realities that are brought forward 
are not what is objected to in psychoanalysis, 
but it is the interpretations that have often been 
made of these facts. Bleuler states that we 
should give credit to Freud for the mere fact 
that psychology has been brought into the field 
of psychiatry at all. The rdle of the subconscous, 
the effect of emotional conflicts, and the fun- 


_ *Read before the annual meeting of the Minnesota State Med- 
ical Association, Saint Paul, May 17 to 19, 1926. 
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damentals of a psycho-pathology have been grad- 
ually laid down. It has given us a dynamic 
conception of and a more hopeful method of ap- 
proach to this great problem. 

The general trend of medicine being toward 
prevention, psychiatry has happily made definite 
advances in this regard. Within the last decade, 
the years of infancy and early childhood with 
their many problems have for the first time been 
systematically studied. This is probably the most 
important period of life in considering the de- 
veloping emotional and intellectual life of the in- 
dividual. In the field of criminology, attempts 
have been made in tracing delinquency and anti- 
social conduct to its source. For this purpose 
child guidence clinics have been established in the 
large centers. Probably nothing of much value 
has as yet been achieved, but it is an important 
work nevertheless. 

Mental hygiene, its importance to general med- 
icine and to the community, is becoming more 
clearly recognized. Beginning with the pre- 
school child, up through the schools and colleges, 
mental hygiene is for the first time receiving due 
recognition. In fact, the main duty and work of 
modern psychiatry is not the custodial care of the 
insane, but that of bringing psychiatric principles 
to the public, by education, by guidance clinics, 
and by general medicine. Its purpose is that in- 
dividuals may attain proper spheres of activity 
compatible with their mental and emotional capa- 
bilities, not by pampering or sheltering them 
from situations, but by proper guidance, voca- 
tional and otherwise, thus heiping them to over- 
come emotional conflicts, and certain environ- 
mental and other preventable influences which 
often warp an individual’s personality, and pre- 
vent him from being the social factor he should 
be. 

Mental deficiency has remained a pessimistic 
and hopeless problem in the past. The studies of 
the Kalikak and Juke families, with their de- 
scendants in poverty, crime and feeblemindedness 
have been broadcast with a dramatic flourish. 

Practically all this was thought to be due to bad 
heredity, and as we obviously cannot change 
heredity the problem became a fatalistic one. 
However, our attitude has become more hopeful 
Myerson severely criticizes the work of Goddard 
and others in their studies and conclusions. He 


shows that the crux of all their work depended 
on social field workers, who judged the mental 
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capacity of the quick and the dead running back 
to the revolutionary days, and the mating of a 
soldier Kalikak and a nameless woman with their 
subsequent chain of descendants alluded to above. 
Modern work has shown that feeblemindedness 
and deficiency are not always due to heredity. 
Trauma during the natal and post-natal period, 
acute infection during early childhood, such as 
scarlet fever, whooping cough, meningitis and en- 
cephalitis, may cause many cases of brain defect. 
The mental deficiency resulting from these causes 
is as great as that resulting from heredity. It 
has not been proven that the acquired defect is 
passed on to descendants. If this is not the case, 
it gives us a more hopeful attitude, and a less 
pessimistic outlook, when speculating as to the 
rating of the mental capacity of the future gen- 
eration.’ Bleuler, at least, has rightly remarked 
that too much has been said of heredity in the 
past. We cannot change it, its importance is 


realized, its significance in relation to the future 
must be considered, but the environment and the 
individual himself as he comes to us is what we 
must work with. 

One of the present day advances in psychiatry, 


om 


the importance of which cannot be overestimated, 
is the disappearance of the ancient concept of 
dualism—of a separate entity of mind and body 
—by the majority of medical men and the public 
in general. Along with the brilliant advances of 
the last forty years of medicine and surgery, psy- 
chiatry became the stepchild, or, in reality, the 
brat, of medicine. Adolp Meyer’s term of psy- 
chophobia justly described the average medical 
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man’s attitude toward mental troubles. Ag a r¢. 
sult, medicine suffered, and we have seen the 
growth of cultism as a direct consequerice, Fo, 
the first time, psychiatric problems are not being 
simply treated as disorders of the mind, but from 
the standpoint of the organism as a whole. It js 
common knowledge that emotions have prac. 
tically as much to do with a man’s digestion and 
internal secretions as the brain itself. Cannon, 
Crile, and others have shown the effect of 
the emotion on the endocrines. We know that 
the thryoid and the adrenals can have a direct 
effect on cerebral functions. Of the other mem- 
bers of the endocrine system we know almost 
nothing, but modern work of this nature has been 
eradicating this ancient concept of dualism which 
has been a detriment to psychiatry and medicine 
in general. The personality of the patient, his 
emotional tone, his hopes, fears and apprehen- 
sions, and, in fact, his entire psychic make-up 
cannot be neglected by the medical man of today, 
as has been all too frequently done in the past. 

It is obviously impossible to go into details in 
a paper of this nature. The most that can be 
done, in conclusion, is to point out the general 
trend of advance that is being made at the pres- | 
ent time: First, in the field of psychology; sec- 
ond, in mental hygiene; and, third, in education, 
Psychiatry today is entering a new era: it is in 
a more healthy and virile condition. It has def- 
initely emancipated itself from the walls of the 
asylum, and has taken its rightful place in the 
realm of medicine in meeting the problems of 
daily life. 
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EDITORIAL 


A Novel Crime Cure 


The American Psychiatric Association has re- 
ceived the report of the special committee on the 
legal aspects of psychiatry. The report is unique 
and revolutionary. It deals with crime and its 
prevention from a novel, startling, and wholly 
theoretical point of view. It throws into the dis- 
card all our preconceived opinions about crime. 
It would change the procedure of courts and our 
conceptions of the legal responsibility of the 
criminal to society. It defines responsibility as 
“ability to change one’s conduct in response to 
the direction of certain painful impressions.” It 
ignores the usual legal test of knowledge of right 
and wrong. It is not apparent that the definition 
of the committee is any more sound or lucid than 
the legal test now employed. 

“The psychiatrists seek, not retributive punish- 
ment, but diagnosis and a scientific attempt at 
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therapy.” They balk at the terms “insanity and 
responsibility,” and prefer to determine “whether 
his capabilities or his mental status is likely to 
render the offender dangerous to himself or 
others.” This means that the idea of punishment 
is to be abandoned, and that the theorist is to 
ascertain whether the mental capacity of the of- 
fender renders him unable to avoid crime. In 
other words, they measure crime, not by the facts 
of the offense, but by the mental capacity of the 
offender. They make of him an automatic reflex 
who is not responsible for his actions, and, there- 
fore, should not be punished. They would prefer 
to use “therapy,” whatever that means, in this 
connection, in the hope that his inhibition may be 
stimulated. by change of environment, occupa- 
tional therapy and other social agents. Rasuli, 
when he assumed the throne in Abyssinia, found 
that a big negro with a long sword and a kettle 
of boiling oil so stimulated the inhibition of the 
offenders, that life and property in that country 
were safe for many years. We wonder if re- 
garding crime as a “behavior disorder” is going 
to be as effective as the cruder method? 

The creed of the committee is that crime is an 
adaptation failure, and is a psychiatric problem; 
that it can be studied and controlled; that such 
study can discover crime potentialities in people 
and can control them; that psychiatrists should 
be appointed by courts to investigate the mental 
status of the offender; that the terms “insanity” 
and “lunacy” be eliminated, and that the psychi- 
atrist should be absolved from the necessity of 
pronouncing upon religious and legal terms in 
which he has no interest, such as “responsibility,” 
“punishment” and “justice”; that psychiatrists 
have authority in their recommendations as to 
the disposition and treatment of the prisoner, 
and that permanent legal detention be inflicted 
upon the incurably inadequate, incompetent and 
antisocial, irrespective of the particular offense 
committed. 

This creed is certainly revolutionary. It would 
take out of the consideration of the courts the 
facts of the offense, would abolish the present 
legal concept of responsibility and would give to 
a Doctor authority as to the disposition of a pris- 
oner. It would give to him the right permanently 
to imprison any one whom the Doctor thought to 
be antisocial or incompetent. We are led to won- 
der by what revelation psychiatrists have become 

so omiscient. Have they solved the problem of 
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free will? Are they sure that man in relation to 
crime is only a reflex being? Do they want to 
disregard such legal commonplaces as justice and 
responsibility? Are they sure that they under- 
stand human nature and the needs of society 
better than courts and juries? 

One can hardly imagine the courts turning 
over to a psychiatrist “Dutch” Anderson or Ger- 
ald Chapman, notorious criminals, for a study of 
their heredity, environment and adequacy to ad- 
just themselves, and relying upon occupational 
therapy and other means to cure their criminal 
tendencies. Does the committee take itself so 
seriously as to believe for a moment that people 
would stand for such pseudo-scientific garbage? 
We would suggest that the committee withdraw 
its report and patiently await the time when 
science can find a rational etiology and cure for 
crime. 





A Word for the Druggist 


There has been a marked change in the retail- 
ing of drugs in recent years. A generation past 
the druggist was engaged only in the practice of 
’ pharmacy, skilled in the compounding of pre- 
scriptions, although many of them were of “shot- 
gun” combinations. The prescriptions written 
by doctors today are much simpler than former- 
ly, although in variety many times greater. 

The development of the large pharmaceutical 
houses while simplifying the dispensing of many 
drugs and their combinations has frequently 
proven an expensive development. A detail man 
from a large pharmaceutical house visits the local 
physicians. Something with a new name which 
is perhaps nothing more than a new combination 
is called to the attention of the profession. A 
number of physicians are duly impressed and 
write some prescriptions embodying the new 
remedy. The prescriptions are necessarily pre- 
sented to various drug stores and each druggist, 
if he does not substitute, and the presumption is 
that he does not, must obtain a stock of the new 
remedy from the wholesaler, well knowing that, 
as likely as not, he will not have further demand 
for that particular remedy. Therefore he is com- 
pelled to charge a sufficient amount for the single 
prescription to insure himself at least against loss 
through filling the prescription, knowing that 
the remainder of the stock bottle would probably 
stand idly on the shelf for perhaps years. 


EDITORIAL 


It is quite apparent that the medical professiog 
is in some degree responsible for the c:st of pre- 
scriptions when doctors are so easily impresseq 
with the sales talk of the detail man. 

Too often a doctor feels that he must prescribe 
every new drug or combination which is brought 
to his attention, or else be regarded as a back 
number. He must do a little original researc) 
work on his private patients and test new reme- 
dies. After all, the proven efficacious <irugs are 
not so numerous and the conservative physician 
restricts himself to a few comparatively tried and 
true friends in the drug line. 

The number of biological products is enormous 
and seems to be increasing daily. A large quan- 
tity of these products is being distributed in a 
more or less haphazard way by supply houses 
direct. It would seem that the dispensing of 
these products through the usual drug store 
channel would be in the interest of physician and 
patient in that such supplies be fresh and many 
have to be kept in a refrigerator. 

There are, of course, other factors which make 
it difficult for the average druggist to earn a live- 
lihood on the dispensing of drugs alone. These 
force him to add merchandising to his practice of 
pharmacy in order to make a success. 

The pharmacist is entitled to a fair margin of 
profit on prescriptions filled. We do not know 
of any druggist who has become wealthy from 
the drug business. 


edge of the costs entering into this service. 
Closer investigation of the facts might well result 
in greater codperation and harmony between 
members of our profession and the druggists in 


an attempt to render better service to the public. | 





The doctor should be broadly human. He must deal 


with the vagaries of age and the fancies of youth, the 
sports of boys and the appetites of men. In his pro- 
fession he tests the aviator and rations the soldier, 
estimates the endurance of the laborer, cares for the 
worried mother and relieves the desk-ridden financier. 
His thought must reach to the ideals of the clergyman 
and interpret the flesh-prompted dreams of the man of 
the world. And in this service, neither the precision 
of science nor the efficiency of business methods will 
suffice, for above all else the practitioner must preserve 
and exercise the kindly indulgence of a considerate 
friend—Found among the papers of the late Dr. Ed- 
ward Hickling Bradford. 

















































































































Too often, perhaps, we are | 
inclined to side with the patient in criticism of | 
charges for prescriptions without a full knowl- 























Beautif 
ducing f 
in the N 
in Saint 
Five the 
ing date! 
day, and 
day. 





























The ne 





Wh 
plann 
has i 
struc’ 
equif 
in tk 
ease 
the | 
inate 















































































MISCELLANEOUS 527 


MISCELLANEOUS 


MIDWAY HOSPITAL 

Beautifully builded, completely equipped, and intro- 
ducing features in hospital buildings never before used 
in the Northwest, the new $750,000 Midway Hospital 
in Saint Paul has been formally opened to service. 
Five thousand visitors were present at the two open- 
ing dates, one held on Saturday, July 10, as community 
day, and the second on Sunday, July 11th, as dedicatory 
day. 


GF 


The new Midway Hospital in Saint Paul, now open for service. 


While the hospital utilizes modern equipment and 
planning found in the institutions being built today, it 
has in addition departures from ordinary hospital con- 
struction which introduce new features and utilize new 
equipment. There perhaps has been no hospital built 
in the Northwest where the matter of efficiency and 
ease of operation has been given more attention, so that 
the hospital by its very arrangement and layout elim- 
inates all possible waste motion and gives absolute 
control. 

Perhaps most unusual is the layout of the building, 
the shape of a “Y” having been utilized. Although of 
this unusual shape the building still gives a very pleas- 
ing architectural feeling, being Gothic in its lines, with 
a central tower which is utilized for the operation of 
elevators. In all, the building likewise has an ecclesias- 
tical feeling, this feature being introduced because the 
new hospital is to be operated under the direction of 
the Northwestern Baptist Hospital Association. 

The use of this general form of layout has given 
control from the vertex of the “Y” to supervisor’s on 
each floor, being located in this position to give com- 
plete vision of every door on the floor. The general 
offices likewise are at the vertex of the “Y,” as is the 
covered ambulance entrance, which is another unusual 
feature, for the “Y” shape of the building allows for 
its location at the front of the building at the general 
offices and opening into the elevators. 

When the final addition is completed forming the 
complete “Y” the arrangement will give sunlight in 75 
per cent of the rooms, the other 25 per cent of the 
luilding being utilized for service rooms where sun- 
light is not an absolute necessity. 

The entire top floor of the building is given over to 
ihe operating suite and its accessory departments. 


There are four operating rooms, each furnished in 
orchid-colored light-absorbing tile and complete in their 
equipment to the minutest detail. This suite has its 
own sterilizing room which opens into and which can be 
controlled from the nurses’ work room adjoining. The 
hospital likewise has an emergency operating suite com- 
plete with its own operating room, sterilizing room and 
waiting room. 

The microscopic and chemical laboratories have like- 
wise been located on this floor with easy access to the 
operating suite, as has the x-ray department. 

The third floor, which has been utilized as an obstet- 
rical and children’s floor. likewise has new features. 
There are two delivery rooms each furnished in the 
same orchid tile as used in the operating suite and com- 
plete with their own sterilizing department which is in- 
dependent of the sterilizing equipment of the operating 
suite. The entire floor including the nursery has sound- 
proofed walls and ceilings and double doors have been 
used so that sounds from all rooms on this floor will 
not be transmitted to any other portion of the building. 

A steam heated work table has been provided for the 
nursery, which has its own service department and is a 
complete unit in itself. 

On this floor, as on all others, again at the vertex 
of the “Y,” has been located a service room which is 
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Plot plan, showing location and layout of new hospital, with 
arrangement of additions. 


connected with the main diet kitchen by automatic tray 
elevators. There are no diet kitchens on any of the 
floors, but the foods will all be served in the main diet 
kitchen and taken by automatic elevators to each of 
the service rooms for the patients. 

The food service has been so planned that there is 
no crossing or retrogression in the route of the foods 
from their receipt at the delivery entrance until they 
are served in the diet kitchen. Preparatory rooms, re- 
frigerators, the main kitchen and diet kitchen have 
been so arranged as to make this possible. 

The second and first floors have been utilized for pa- 
tients’ rooms and for nurses’ quarters. There are one, 
two, three, and four-bed rooms, but no wards. Each 
room is furnished in steel furniture, has its own radio 
plug and the floors are of terrazzo with halls inlaided in 
rubber. Many of the rooms are provided with tele- 
phones. The present structure will house 100 patients 
and the nurses. 

The laundry has been made an integral part of th 
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building, although it has been constructed on its own 
foundation so that vibrations will not be transmitted 
to the structure proper. 

All departments of the building have been so erected 
and planned that they will be sufficient to care for the 
requirements when the final addition is completed. The 
addition, therefore, will be given over entirely to addi- 
tional patients’ rooms. Included in the plans likewise 
is a nurses’ home which is to be erected as soon as the 
occasion requires. 

Patients from the old Midway Hospital were moved 
on July 20th. The old hospital is to be utilized as a 
home for maids. 

The hospital will be conducted under the auspices of 
the Northwestern Baptist Hospital Association, of which 
Dr. George Earl is President. Dr. Robert Earl is 
Chairman of the Board of Directors and has also been 
Chairman of the Building Committee. Physicians and 
surgeons who have been associated with the old Mid- 
way and the old Merriam Park Hospital, which was 
destroyed by fire about a year .ago, will form the 
nucleus of the staff for the new Midway. From this 
nucleus the staff is to be gradually increased. 


OBITUARY 


Dr. Henry C. Stuhr 


Henry Christopher Stuhr was born at Frontenac, 
Minnesota, September 28, 1874. His parents were Car- 
sten and Else Rokke Stuhr, natives of Germany. They 
had four other children, Peter Stuhr, of Euclid; Mrs. 
Anna Giese, of East Grand Forks; Mrs. K. Lemieux, 
of Red Lake Falls, and Dr. John Stuhr, who is now 
practicing medicine in Stillwater. Dr. Stuhr married 
Susan Easton, who still lives in Minneapolis, and they 
had one son, Easton Stuhr, a student at Carleton Col- 
lege. 

Dr. Stuhr graduated from the Medical School of the 
University of Minnesota in 1900, took his interneship 
in the City and County Hospital of Saint Paul, and did 
postgraduate work in surgery in Vienna for two and 
one-half years, from 1905 to 1907. 

He practiced in Argyle, Minnesota, until 1912 and 
came to Minneapolis in 1918, where he became associat- 
ed with Dr. A. T. Mann in the practice of surgery. 
He was on the surgical staff of the University of Min- 
nesota for several years, and at the time of his death 
was a staff member of the Northwestern Hospital, the 
Wells Memorial Dispensary, and the St. Barnabas Hos- 
pital, where he was chief of staff. 

Dr. Stuhr was formerly a member of the Marshall 
County Medical Association, and at the time of his 
death was a member of the Hennepin County Medical 
Association, Minnesota State Medical Association and 
of the American College of Surgeons. 

He held a membership in the Minneapolis Athletic 
Club and was a Thirty-Second Degree Mason and 
Shriner. He was on the Board of Directors of the 
Minneapolis Clinical Association. 

On the morning of June 6, 1926, when returning from 


REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


a call, his car was wrecked and he was found dead 4 
few minutes later by a passing motorist. 

His funeral services were conducted by the Scottis, 
Rite Masons at Lakewood Chapel on June 8, 1926, 

Dr. Stuhr’s life was characterized by an unusual de. 
gree of fidelity and honesty. His quiet, u 1assuming 
manner made it possible for a casual acquaintance to 
miss the remarkable worth of his character. But those 
who knew him as a physician, as a fellow worker jy 
organizations, or as a fellow practitioner, felt the grad. 
ually increasing value of his wisdom, his honesty ang 
his stability, and his is a personality that has enriched 
in a singular way the lives of those who knew and 
trusted the kindly, gentle, dependable, and in all ways 
genuinely lovable Henry Stuhr. 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


INTER-STATE POST GRADUATE ASSEMBLY 
The annual meeting of the Inter-State Post Graduate 
Assembly of North America (formerly the Tri-State 
Medical Society) will be held in Cleveland, Ohio, Octo- 
ber 18 to 22, 1926. The general headquarters for the 
scientific session and exhibits will be at the Municipal 
Auditorium. The Hotel Cleveland will serve as hotel 
headquarters. For two days preceding the Assembly 
clinics will be held in the hospitals of Cleveland. 

The tentative program of the meeting has been an- 
nounced. Besides an array of shining lights in the 
profession of North America, appear the names of 
Mueller, Doderlin, Sauerbruch and Lange, of Munich; 
Gurgel, of Rio de Janeiro; Carnot, of Paris; Fraser 
and Wilkie, of Edinburgh; Young, of Glasgow; 
Wheeler, of Dublin; Balint and von Koranyi, of Buda- 
pest; Simonena, of Madrid; Kostitch, of Belgrade; 
Tamini and Castex, of Buenos Aires; Alves de Lima, 
of Sao Paulo, Brazil; Horder, Paterson and Handley, 
of London; Haglund and Jacobaeus, of Stockholm; 
Wimmer, of Copenhagen; and Bull, of Oslo, Norway. 

The clinics will begin at the usual hour of 7 a. m, 
and will occupy morning, afternoon and evening, termi- 
nating with a banquet on the evening of Friday, the 
fifth day. To those who attended last year’s meeting 
in Saint Paul, nothing further need be said. 








STEARNS-BENTON COUNTY MEDICAL 
SOCIETY 

A joint meeting of the Stearns-Benton County Medi- 
cal Society and the Wright County Medical Society was 
held July 29, at Tuelle’s Resort on Clearwater Lake, 
Annandale. The program included the following 
papers: 

Urology in General Practice—Dr. E. Klaveness, Mon- 
ticello. 

Cholecystography—Dr. M. J. Kern, St. Cloud. 

Toxemia of Pregnancy—Dr. F. J. Schatz, St. Cloud. 

Ocular Involvements Resulting from Sinus Infec- 
tion—Dr. J. J. Gelz, St. Cloud. 

Thursday, August 26, members of the Stearns-Benton 
County Medical Society were guests of Dr. P. C. Pilon 
at Paynesville. 
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OF GENERAL INTEREST 


Dr. Richard N. Cranmer of Minneapolis has returned 
from a two months’ trip abroad, during which time he 
visited England, France, Italy and Switzerland. 


Dr. G. H. Walker, formerly of the Miller Clinic, 
Saint Paul, is now associated with the Winona Clinic, 
Winona, Minnesota. 


Dr. Werner W. Hempstead, son of Dr. and Mrs. 
Werner Hempstead, of St. Cloud, and Miss Rose Meyer 
of Melrose, Minnesota, are to be married in September. 


The wedding of .Dr. Charles Blumer, of Minneapolis, 
to Miss Erma Rischmiller, of that city, took place Sat- 
urday, August 14, at the home of the bride’s parents. 


Dr. E. A. French is reported to have sold his practice 
at Plainview to Dr. William R. Loney of Minneapolis. 
Dr. French and his family are now in the West, where 
Dr. French expects to locate this Fall. 


Dr.and Mrs. George Elliott May, formerly of Welles- 
ley Hills, Massachusetts, have recently arrived in Min- 
neapolis, where they will make their home. Dr. May 
will be a member of the faculty in the medical school 
at the University of Minnesota. 


Dr. and Mrs. C. A. Stewart, of Minneapolis, and Dr. 
and Mrs. R. I. Stewart, of Lindstrom, Minnesota, are 
in the East. They will visit New York, Philadelphia, 
Baltimore and Washington, D. C., before returning 
home some time this month. 


The marriage of Miss May Morrissey of Antigo, 
Wisconsin, to Dr. Horatio B. Sweetser, Jr., of Minne- 
apolis, was solemnized Wednesday, August 18, at St. 
John’s Church in Antigo. Dr. and Mrs. Sweetser will 
make their home in Minneapolis. 


Dr. and Mrs. N. H. Scheldrup, of Minneapolis, have 
announced the engagement of their daughter, Sylvia 
Louise, to Dr. Harold R. Leland, of Minneapolis, son 
of Dr. and Mrs. R. Leland of Kenyon, Minnesota. The 
wedding will take place in September. 


More than 1,300 persons have received free vaccina- 
tions for diphtheria and scarlet fever at the clinics 
operated under the auspices of the Hennepin County 
Medical Society in conjunction with the Minneapolis 
health department. 


The attention of our readers is called to the existence 
of the Arthur Home and Kindergarten for Blind Chil- 
dren, Pine Grove Avenue, Summit, New Jersey. The 
International’ Sunshine Department for Blind Babies 
has asked that anyone knowing of blind children need- 
ing care and education, report the fact to their head- 
quarters, 96 Fifth Avenue, New York City. Minnesota 
makes some provision for the education and support 
of blind children which is recognized by the Arthur 
“ome. 


OF GENERAL INTEREST 


NEW AND NON-OFFICIAL 
REMEDIES 





The following articles have been accepted by the 
Council on Pharmacy and Chemistry: 
Armour & COMPANY 
Pituitary Liquid (Surgical)-Armour; Ampules Pitui- 
tary Liquid (Surgical)-Armour 1 c.c. 
ParKE, Davis & CoMPANY 
Pertussis Immunogen 
Pneumococcus Immunogen 
Silvol Dougies 5 Per Cent 
Silvol Ointment 5 Per Cent 
Vaginal Suppositories Silvol 5 Per Cent. 
POWERS-WEIGHTMAN-ROSENGARTEN COMPANY 
Calcium Phosphate Tribasic-P W. R. 
Magnesium Phosphate Tribasic-P. W. R. 
NONPROPRIETARY ARTICLES 
Tribasic Calcium Phosphate 
Tribasic Magnesium Phosphate. 
LEDERLE ANTITOXIN LABORATORIES : 
Pituitary Extract-Lederle 20 Units. 
H. A. Metz Lasporatorties, INC. : 
Oscodal. 
Oscodal Tablets 2 Gm. 
H. K. Mutrorp Company: 
Erysipelas Streptococcus Antitoxin-Mulford. 





TRUTH ABOUT MEDICINES 

Isacen—Diacetyldioxyphenylisatin. The diacetyl de- 
rivative of dihydroxyphenylisatin. Isacen passes through 
the stomach unchanged: when it reaches the intestine, 
a gradual splitting off of dioxyphenylisatin takes place 
under the influence of the alkaline content of the in- 
testine. The dioxyphenylisatin thus produced is stated 
to be non-toxic, not to be absorbed, and to be excreted 
entirely through the feces. Isacen acts as a laxative or 
purgative, depending on the dosage employed. It is 
supplied in the form of tablets, containing 0.005 Gm. 
Hoffman-LaRoche Chemical Works, New York. (Jour. 
A. M. A., June 5, 1926, p. 1769). 

Pneumococcus Immunogen.—A bacterial antigen, ob- 
tained by agitating live pneumococci (Types I, II and 
[Il) with physiological solution of sodium chloride and 
separating the liquid from the organisms; the extract 
is free or nearly free from bacterial cells and toxin. 
There is some evidence that this material will yield ap- 
proximately the same results as the ordinary pneumo- 
coccus vaccine (New and Non-official Remedies, 1925, 
p. 355). The product is marketed in 10 cc. vials. 
Parke, Davis & Co., Detroit. (Jour. A. M. A., June 
19, 1926, p. 1911). 

Tribasic Calcium Phosphate—Tertiary Calcium Phos- 
phate. Tribasic calcium phosphate contains approx- 
imately 85 per cent of Ca,(PO,),. It has been pro- 
posed for use as an antacid. It has the advantage over 
alkaline hydroxides, such as magnesium hydroxide, and 
alkali carbonates, such as sodium bicarbonate, in that, 
being insoluble, it neutralizes the excess of acid in the 
stomach but does not produce systemic alkalization. It 
has been claimed that tribasic calcium phosphate is 
somewhat constipating. 
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Calcium Phosphate Tribasic-P.W.R—A brand of 
tribasic calcium phosphate-N.N.R. Powers-Weight- 
man-Rosengarten Co., Philadelphia. 








Tribasic Magnesium Phosphate-—Tertiary Magnesium 
Phosphate. Tribasic magnesium phosphate contains 
approximately 70 per cent Mg,(PO,),. Tribasic mag- 
nesium phosphate has been proposed for use as an ant- 
acid: It has the advantage over alkali hydroxides, 
such as magnesium hydroxide, and alkali carbonates, 
such as sodium bicarbonate, in that, being insoluble, it 
neutralizes the excess of acid in the stomach but does 
not produce systemic alkalization. It has been claimed 


that tribasic magnesium phosphate has a laxative ac- 
tion. 














Magnesium Phosphate-P.W.R.—A brand of tribasic 
magnesium phosphate-N.N.R. Powers - Weightman- 
Rosengarten Co., Philadelphia. 






Silvol Bougies 5 Per Cent—Bougies weighing 0.81 
gm. and containing silvol (New and Non-official Rem- 
edies, 1926, p. 373) 5 per cent in a base composed of oil 
of theobroma, wool fat, white wax, acacia and glucose. 
Parke, Davis & Co., Detroit. 










Silvol Ointment 5 Per Cent.—An ointment containing 
silvol (New and Non-official Remedies, 1926, p. 373), 
5 per cent, in a base composed of petrolatum, wool fat, 


benzoinated lard and white wax. Parke, Davis & Co., 
Detroit. : 





Vaginal Suppositories Silvol 5 Per Cent—Supposi- 
tories weighing 8.45 gm. and containing silvol (New 
and Non-official Remedies, 1926, p. 373) 5 per cent, in a 
base composed of gelatin and glycerin. Parke, Davis 
& Co., Detroit. (Jour. A. M. A., July 10, 1926, p. 99.) 


Pituitary Liquid (Surgical)-Armour. — A slightly 
acid, aqueous solution containing the water-soluble prin- 
ciple or principles of the fresh posterior lobe of the 
pituitary body of cattle, free from preservative. It is 
standardized to have twice the strength of solution of 
pituitary, U. S. P. X. For a discussion of the action, 
uses and dosage, see New and Non-official Remedies, 
1926, pp. 281-283. The product is supplied in 1 c.c. am- 
pules. Armour & Co., Chicago. 














Tetrabromophenolphthalein Sodium Salt-Eastman.— 
A brand of tetbrophthalein sodium-N.N.R. (formerly 
called tetrabromophthalein sodium; New and Non-of- 


ficial Remedies, 1926, p. 162). Eastman Kodak Co., 
Rochester, N. Y. 







Tetraiodophenlophthalein Sodium Salt-Eastman. — 
A brand of tetiothalein sodium-N.N.R. (formerly 
called tetraiodophthalein sodium; New and Non-official 
Remedies, 1926, p. 163). Eastman Kodak Co., Roches- 
ter, N. Y. (Jour. A. M. A., July 24, 1926, p. 245.) 














PUBLIC HEALTH FIRST! ; 
The city performs no function more vital and indis- 
pensable than the protection of the public health. Even 


safety from fire and violence is not more imperative — 
Syracuse Herald. 







PROGRESS 


PROGRESS 


Abstracts to be submitted to Section Sup -rvisors 





~eensionisiad 

Members are urged to abstract valuable ar icles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective s ctions, [p 
order to avoid duplication it would be well tc communi. 


cate with one of the section supervisors before the 
article is abstracted. 








SURGERY 





SUPERVISORS: 
DONALD K. BACON, 
LOWRY BLDG., ST. PAUL 

VERNE C. HUNT, 
MAYO CLINIC, ROCHESTER 








SARCOMA OF THE STOMACH: Charles E. Farr 
(Arch. of Surg., 13, 1, pp. 75-80). Sarcoma as opposed 
to carcinoma ranks low in the tumors of the gastric 
wall, remaining well under 5 per cent of the malignant 
conditions. Of the etiology nothing is known. The 
diagnosis is rarely made. The outstanding feature of 
a large number of cases is the symptomless develop- 
ment up to a certain stage, followed by rather pro- 
nounced symptoms suggestive of ulcer, and even perfo- 
ration. 

The author reports two cases, one of the round cell 
type and the other of the spindle cell type, the latter 
giving no clinical symptoms whatever until the day 
before operation. On the whole, the outlook in sarcoma 
of the stomach is fully as good as it is for carcinoma. 

Haroip E. Simon, M.D. 





GROWTH DISTURBANCE FOLLOWING RE- 
SECTION OF JOINTS: S. L. Haas (Arch. Surg, 
13, 1, p. 56). The advisability for the resection of a 
joint in a growing individual with intact epiphyseal 
cartilage plates is the subject for as much discusssion 
today as it has been during the last century and a half. 
The first resection of the hip was performed in 1721; 
of the elbow, in 1758; and of the knee, about the same 
date. It was early recognized that resection of the 
knee in growing individuals interfered with the growth 
of the limb and the majority of surgeons have favored 
the more conservative treatment of joint disease in 
growing persons. This is especially so in the case of 
the knee joint in which the adjoining epiphysis is re- 
sponsible for the greatest increase in length growth. 

In order to get some definite data relative to inter- 
ference with growth following resection of the knee 
joint, twelve experiments were performed on young 
growing rabbits. From these the author concludes that 
a careful resection of the knee joint, in which the entire 
articular cartilage and a thin layer of the adjoining 
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s removed, will cause practically no disturbance 
in length growth, but it is important not to injure the 
cartilage plate and to refrain from passing 
fxation sutures through the actively growing columns 
of cartilage cells. It is advisable not to strip up the 
soft parts too near to the epiphyseal plate because of 


Haroitp E. Simon, M.D. 
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PEDIATRICS 








SUPERVISORS: 


CHESTER A. STEWART, 
LA SALLE BLDG., MINNEAPOLIS 


ROY N. ANDREWS, 
MANKATO CLINIC, MANKATO 





THE UNDER-RESTED CHILD: Robert Ewart 
Ramsay, M.D. (Arch. of Ped., December, 1925.) 
The normal child plays hard, becomes tired, falls 
asleep easily, sleeps hard and long, awakes fresh, 
and begins the cycle over again with new vigor of 
mind and body. Many children, however, play stren- 
uously but sleep poorly, awake fretful and peevish, 


and are goaded into activity more by their un- 
When 


fo- happy disposition than by a natural impulse. 

fo- this cycle is repeated often enough there results a 
condition conducive to bodily weakness, nervous ir- 

ell ritability and general inefficiency. The natural cure 

er for this condition is an increase of the time allotted 

ay for sleep and rest. 

1a Of great importance are faulty dietary habits, such 
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as eating between meals, use of sweets and stim- 
ulants, and lack of balance in the daily ration. Pa- 
rental control, or lack of it, may even then turn 
the scale. There are certain well defined signs of 
the failure to secure adequate rest and recuperation, 
namely: first, failure to gain in weight; secondly, 
fatigue-posture; thirdly, irritability. 

Children should be taught to rest quietly, with or 
without sleeping. Rest periods of twenty to thirty 
minutes with the body recumbent, clothing loose, 
abundant fresh air, and no means of amusement, 
have proved beneficial in the school and in the 
home. 

The rule as to diet is the simple one of adjusting 
the food to the digestive power of the patient. As 
to tonics, whatever their place in stimulating adults, 
they have no place in the therapeutics of the under- 
rested child. In the increasing of weight in these 
children the greatest aid is rest, not food or medica- 
tion. 


dren. 


and building of new tissue are not being met. 


Fatigue-posture is a defect of carriage alto- 
gether inconsistent with the normal bearing of chil- 
Its presence in a child should be a warning 
that the processes of disintegration are at work, that 
the needs for repair of waste, restoration of energy 
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This brings us to the third outstanding charac- 
teristic of these under-rested children, namely, irri- 
tability. 

When we are confronted with one of these irri- 
table children, we must begin first with rest. Mov- 
ing picture shows, parties, picnics, games, all must 
be denied until the nervous system is quieted. Fail- 
ure to obtain sufficient rest in an age so full of 
shocks and wonders is sufficient explanation for 
much which passes by the names of malnutrition and 


nervousness. 
R. N. Anprews, M.D. 


ACUTE INTUSSUSCEPTION IN CHILDREN: 
W. L. Harris, M.D. (Arch. of Ped., December, 1925.) 
Intussusception is the invagination of one portion of 
the intestine into another. The invagination is usu- 
ally descending—in very rare cases it is ascending. 
Acute intussusception is by far the most frequent 
abdominal emergency in infants. Any part of the in- 
testinal tract may be involved, but the one most fre- 
quently seen in infants is in the ileocecal region. 
The patient, usually between four and twelve months 
of age, is taken suddenly ill with severe abdominal 
pain and this pain intermits and recurs at short and 
regular intervals. Accompanying this pain there is 
always vomiting, at first of the contents of the stom- 
ach and later only mucus or bile and still later there 
is only retching or gagging with the return of each 
pain. The child very soon becomes deathly pale 
and shows evidence of great shock and prostration 
and is completely knocked out. Very soon after the 
onset of the attack, the bowels move. At first the 
feces are discharged, but very soon the stools consist 
of mucus and clear red blood. The pulse becomes 
very rapid and weak, the temperature is usually sub- 
normal or rarely over 99 unless late in an attack 
that has been overlooked. 

A few hours after the initial onset there can usual- 
ly be detected a decided mass or tumor in the ab- 
domen. This can usually be felt to the left or right 
of the umbilicus, most frequently in the left iliac 
fossa. The finding of the tumor per rectum is not 
necessary for diagnosis, but an examination per rec- 
tum should always be made. The earlier the opera- 
tion, the better the outlook in all cases. 

R. N. Anprews, M.D. 





RELATIONSHIP OF TUBERCULOSIS TO 
MALNUTRITION IN CHILDREN: Henry A. 
Reisman, M.D. (Arch. of Ped., December, 1925.) 
Incipient, latent, masked and juvenile tuberculous 
children are not necessarily underweight. 

Incipient, latent, masked and juvenile tuberculosis 
is not an important cause of malnutrition. 

There is not a greater incidence of tuberculosis 
among the malnourished children. 

About 64 per cent of contact cases are infected with 
tuberculosis. 

Tuberculosis will frequently be missed if one 
awaits the signal of malnutrition to suspect it. 

R. N. Anprews, M.D. 



















JUNE 1926 LICENTIATES 


MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 


PHYSICIANS LICENSED AT THE JUNE 1926 EXAMINATION TO 
PRACTICE IN MINNESOTA 


BY EXAMINATION 










NAME MEDICAL COLLEGE ADDRESS 






DD ae 


. of Minn. M.B. 1926............------— ..General Hospital, Minneapolis. 


..U. of Minn. M.B. 1926... ...-814 E. 5th St., Duluth, Minn. 
U. of Minn. M.B. 1926... 510 Essex St. S.E., Minneapolis. 


Braverman, Nathan J.... 
Bray, Robert Bassett 




































Buzzelle, Leonard Kinnicutt...... _.U. of Minn. M.B. 1926 Glen Lake Sanitarium, Oak Terrace. 
Cable, Morris L. U. of Minn. M.B. 1926... ....808 Washington Ave. S.E., Minneapolis. 
Chapman, Chas. Belson.................. U. of Minn. M.B. 1926 General Hospital, Minneapolis. 
Creevy, Chas. Donald...................... U. of Minn. M.B. 1926 2022 Park Ave., Minneapolis. 

Davis, Jay Conger............. M.B. 611 6th St. S.E., Minneapolis. 
Delavan, Philip Albert . M.B. 1819 Marshall, St. Paul. 

Duff, Edwin Roy Loyola, M.D. 1926 St. Mary’s Hospital, Minneapolis. 
Ericson, Russell Waldo.................. Jefferson, M.D. 1926.................-..-.-- 2615 Newton Ave. So., Minneapolis. 
Fauth, Karl J. US. of Tawrm, BED. FO OG nscsccsccssecee Clarence, Iowa. 

Fawcett, Arthur Maxwell............... U. of Mina. MB. 1906....................: General Hosptial, Minneapolis. 
Flanagan, Harold Francis.............. LU. of Mian. MB. 1026........................ Wykoff, Minn. 

Funk, Victor K. U. of Minn. M.D. 1926...................--. 195 Macalester, St. Paul. 

Hackett, Joseph Frank................... LD. 08 Mise. BD. 2006. 3028 Emerson Ave. So., Minneapolis. 
eee ge Se ky eee General Hospital, Minneapolis. 


Hillstrom, Harry Theodore........... U. of Minn. M.B. 1926 





2735 Aldrich, Minneapolis. 















Johnson, Verner Paul...................... U. of Minn. M.B. 1926.................... 904 30th Ave. So., Minneapolis. 

Kasper, Kelvin Anthony................ Jefferson, M.D. 1926.—..................... Faribault, Minn. 

Kernkamp, Leila Myrtle................ U. of Minn. M.B. 1926.................-.-.- Waseca, Minn. 

Koepcke, Gerald Meinhardt.......... U. of Minn. BMLB. 1685 n.-ccconsesnsceoe General Hospital, Minneapolis. 

Leef, Edward E. U. of Minn. M.B. 1926................-----. 920 Essex St. S.E., Minneapolis. 
Lenander, Mellvin Everett L........ U. of Minn. M.B. 1926.................---.. 629 Washington Ave. S.E., Minneapolis. 
Levine, Nauftoli Michael............... U. of Minn. M.B. 1926.................... 211. Harvard S.E., Minneapolis. 
a > . of Minn. M.B. 1926...........----------: 707 University Ave. S.E., Minneapolis. 






. of Minn. M.B. 1926...... 


..714 Delaware St. S.E., Minneapolis. 
. of Minn. i 


Lindahl, Merlyn John.................... 
Fem: ..3615 Clinton, Minneapolis. 


Lodmell, Elmer Arthur... 
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Lund, Chester Albin E..... _.U. of Minn. M.B. Ee 1506 Park Ave., Minneapolis. 

McJilton, Charles Earle J............... U. of Minn. M.B. 1926.............-..------ St. Mary’s Hospital, Minneapolis. 

Nathanson, Harold.......................... U. of Minn. M.B. 1926.................----. 801 Elwood,Minneapolis. 

ca eee U. of Minn. M.B. 1926 Miller Hospital, St. Paul, 

Nelson, Gordon Gilbert.................. U. of Minn. M.B. 1926...................... 382 Lookout Place, St. Paul. 

Nelson, Wallace Irving................... U. of Minn. M.B. 1926.. --3443 11th Ave. So., Minneapolis. 

Nolan, Lewis Earle.........................- U. of Minn. M.B. 1926...... ..Cass Lake, Minn. 

O’Connor, Loren Jeremiah............ St. Louis U. M.D. 127 W. Delos, St. Paul, Minn. 

O’ Hara, Floyd J U. of Minn. M.B. ..1715 Hillside Ave., Minneapolis. 

Ochsner, Harold Conrad................ U. of Minn. M.B. .-551 Carroll, St. Paul. 

Papermaster, Ellick Jacob............. U. of Minn. M.B. 1926............--.------- 412 Jay St., St. Paul. 

Petter, Charles Kenneth................. ie ge 2 ee Glen Lake Sanitarium, Oak Terrace. 

i Ee U. of Minn. M.B. 1926.................----- 3141 Dupont So., Minneapolis. 

Ready, Ruth Nystrom..................... U. of Mian. SE. 1006... 737 E. 18th, Minneapolis. 

Regan, John Francis........................ U. of Minn. M.B. 1926.............-..----- General Hospital, Kansas City, Missouri. 

Rice, Carlton Herman..................... U. of Minn. M.B. 1926...........-....----+- University Hospital, San Francisco, Cal. 
. Sagel, Jacob U. of Minn. M.B. 1926............-.-.----- 623 N. Fremont, Minneapolis. 

ae , U. of Minn. M.B. 1926.............--.-----. gir E. 15th St., Minneapolis. 

Stewart, Nelson Wells............ J. of Minn. M.B. 1926...................... Mankato, Minn. 

Strader, Ernest Lightfoot.............. Hospital College of Medicine, 

Louisville, Ky., M.D. 1902.......... Deerwood, Minn. 

Strate, Gordon Edward.................. U. of Minn. M.B. 1926. 657 McLean, St. Paul. 

Swanson, Robert Ralph................. U. of Minn. M.B. 1926.....................- 912 Franklin Terrace, Minneapolis. 

Stomberg, Dwight Wm.................. Jefferson, M.D. 1926...........-.-.------0--- 531 Walnut S.E., Minneapolis. 

Tanzer, Harry Hyman.................... St. Louis U. M.D. 1026..................... 1038 Irving No., Minneapolis. 

Thompson, Harold Lincoln........... Rush, M.D. 1924 General Hospital, Minneapolis. 
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NAME MEDICAL COLLEGE 


Warden, Mildred U. of Minn. M.B. 1926. 


BOOK REVIEWS 









ADDRESS 
2112 So. Humboldt, Minneapolis. 














Warner, James Jennings........... .....U. of Minn. M.B. 1926. 


Brainerd, Minn. 








Wellbrock, Wm. Louis Anton......Med. Coll., So. Car. M.D. 1920...... Rochester, Minn. 
stitial cicadeb 1659 W. Minnehaha, St. Paul. 







Rochester, Minn. 











Rochester, Minn. 












Butzer, John A 





McDaniel, Samuel! P............ Emory, M.D. 1916 


pee eae Rochester, Minn. 
eects 1371 Portland, St. Paul. 


Whitman, Winifred Gray............... U. of Minn. M.B. 1926..... 
Williams, Henry Lane, Jr.............. U. of Pa. M.D. 1924 
Williams, Thos. Bertram............... Stanford, M.D. 1925 
Yater, Wallace Mason................--.0! Georgetown, M.D. 1921.. 
Yivisaker, Ragnvald S............-.-..0+- U. of Minn. M.B. 1926..... 


BY RECIPROCITY 


Marquette, M.D. 1924...................--- Mankato, Minn. 


Florin, Alvin Christian.................... ie 2S Ri See 732 8th Ave. So., Minneapolis. 
Frederickson, Alice Crooks........... Coll. Med. Evangelists, M.D. 1924.Morton, Minn. 

Frederickson, Guy Uriah Yale......Coll. Med. Evangelists, M.D. 1924.Morton, Minn. 

Grier, James Parkes... Northwestern, M.D. 1925............--- Rochester, Minn. 

Hane, Richard Lincoln...................! Ohio State U. M.D. 1924................. Rochester, Minn. 

Henry, Martin Rudolph.................. W. of Meter. MLD. 2606 ..nncececsecccsnead Cambridge, Minn. 

Hotz, Edward Janus........................ U. of Iowa, M.D. 1925....................-. Gaylord, Minn. 

McCuskey, Chas. Fletcher............. U. of Tenn. M.D. 1928.................... Rochester, Minn. 














Mt. Iron, Minn. 











Martin, Clement Leon.................. Creighton, M.D. 1916..... 





Rochester, Minn. 
Wyndmere, N. D. 








Olson, Carl Theodore........... 


Reddick, Charles Edgar. 
Ryan, Carlton James...... 









.-U. of Louisville, M.D. 1924............. Rochester, Minn. 


.. Marquette, M.D. 1925..--.---~----.---<- Brainerd, Minn. 







Warroad, Minn. 





Wilson, Arthur Nash....................... Rush, M.D. 1925 
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BOOKS RECEIVED FOR REVIEW 
CiinicaL Pepratrics. John Lovett Morse, M.D., Pro- 
fessor of Pediatrics, Emeritus, Harvard Medical 
School; Consulting Physician at the Children’s, In- 
fants’ and Floating Hospitals, Boston. Cloth, $9.00. 


848 pages. Illus. Philadelphia and London: W. B. 
Saunders Company, 1926. 
FUNDAMENTALS OF DerMATOLOGY. Alfred Schalek, 


M.D., Professor of Dermatology and Syphilology, 
University of Nebraska College of Medicine. 239 
pages. Illus. Cloth, $3.00. Philadelphia and New 
York: Lea & Febiger Company, 1926. 


APPRECIATION AND REMINISCENCES OF SIR 
WILLIAM OSLER, BART. Edited by Dr. Maude 
Abbott, McGill University, Montreal, Canada. 633 
pages. 102 illustrations. Montreal: McGill Univer- 
sity, 1926. 

This book is, as the title suggests, a series of articles 
written by friends and associates of Sir William Osler, 
in an attempt to bring before those who have not 
personally known this great physician, an idea of his 
personality so that his spirit may still live, and continue 
to be an inspiration in the lives of countless physicians 
who are following in his footsteps. It is the aspiration 
of this work that the word “Osler” be not merely an 
empty term of historical interest, but rather an influence 
and inspiration that continues to leaven the lump of 









humanity in general and the medical profession in par- 
ticular, even though his body rests as ashes among his 
beloved books at McGill. 

The book is published under the auspices of, and in 
the form of, a Bulletin of the International Associa- 
tion of Medical Museums. It is edited by Dr. Maude 
Abbott and represents to her, as well as to the many 
other contributors, a labor of love and an attempt to 
repay, in small measure at least, the great debt of en- 
couragement and inspiration that they owe to his great 
personality. The work was made possible by a grant 
of five hundred dollars from the National Research \ 
Council of Washington and generous initial contribu- 
tions from individuals, approached through the Interna- 
tional Association of Medical Museums. In April, 
1926, fifteen hundred numbered copies were published 
as Bulletin No. IX of the International Association of 
Medical Museums, and were offered to the public. 
Since it is in the hands of no publisher there is no 
advertising campaign and knowledge of its existence 
and availability must go by word of mouth or by re- 
views. 

It is a weighty volume of 633 pages, and consists of 
102 illustrations and 119 articles, which are grouped 
according to the different periods of his life: Early 
Years (1849-1869), Montreal period (1870-1884), Phila- 
delphia Period (1885-1889), Baltimore Period (1889- 
1905), and English Period (1905-1919). In addition to 
these are editorials, general articles, and articles writ- 
ten In Memoriam. The illustrations alone make the 
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book valuable and include photographs of Sir William 
at all ages. But in the last pages is found the greatest 
contribution of all,—a complete bibliography of all of 
his printed articles. These are many hundred in num- 
ber and cover so wide a field of bibliography, the 
history of medicine and the practice of medicine, that 
it seems incredible that they are the product of one 
human brain. Besides this there is another rich bibli- 
ography concerning the writings about Sir William 
Osler, and this in future years will prove of inestima- 
ble value to the historian and may, as Dr. Abbott says, 
“help to keep the torch of memory aglow.” 

This book will be a valuable addition to the shelves 
of any library but will have an added value among the 
volumes owned or read by physicians or medical 
students. It presents a different point of view than 
does “The Life of Sir William Osler,” by Harvey 
Cushing, for while that follows the golden thread of his 
life and shows him in all the glory of his vivid and 
lovable personality, as the ideal physician, this volume 
better emphasizes his professional life with his great 
achievements and honors, and by means of the care- 
fully compiled bibliographies presents accurate data for 
those of the future who would inform themselves first 
hand. So each work occupies its own position and each 
contributes its own share, but if at certain points they 
do overlap, it merely serves to emphasize the great 
characteristics and accomplishments of one whose 
philosophy of life was summed up in his own words: 
“To have strived, to have made an effort, to have 
been true to certain ideals—these alone are worth the 
struggle.” 


MARGARET Warwick, M.D. 


BOOK REVIEWS 


ALLERGY, ASTHMA, HAY FEVER, URT!CARIA 
AND ALLIED MANIFESTATIONS OF REac. 
TION. William W. Duke, Ph.B., M.D., Kansas City, 
339 pages. 75 illustrations. Cloth, $5.50. Si. Louis, 
C. V. Mosby Co., 1925. 

The term “allergy” in this book is used in a broad 
sense which covers various manifestations related to 
each other to some extent. It covers the words anaphy- 
laxis, serum sickness, protein sensitization, atopy, etc. 

It shows how individuals can apparently become hy- 
persensitive directly or indirectly to all or almost any 
alien agent, including foods, drugs, pollens, air, feathers, 
smoke, vapors, volatile oils, sera infections, physical 
agents, etc. 

This book is divided into two parts, the first of 
which deals with specific hypersensitiveness to material 
agents, and the second to physical agents such as light, 
heat, cold, or mechanical irritation. The matter of 
nasal defects is gone into very thoroughly. 

Some of the conclusions are that allergy may be a 
primary or contributory factor in (1) hypertension and 
hypotension, (2) in the pathogenesis of nasal polyps 
and chronic nasal sinus infection, (3) that it gives a 
relative immunity to chronic infections such as syphilis 
and tuberculosis and (4) it plays a réle in cases of 
obesity and achylia gastrica. 

The chapter on contact reaction caused by light, heat, 
cold, and mechanical irritants is new and is very def- 
nitely proven. 

The contents of the book are very nicely arranged 
and easily read and should be of equal interest to the 
internist, general practitioner and rhinologist. 

K. C. Worn, M.D. 





PHYSICIAN to share nicely furnished office, Lowry 
building. Waiting and examining room, office girl, 
telephone, light, $35.00 per month. Address C-90, 
care MINNESOTA MEDICINE. 





EXPERIENCED X-RAY TECHNICIAN, R. N., de- 
sires position in Twin Cities. Capable of doing in- 
dependent work including therapy. Address C-92, 
care MINNESOTA MEDICINE. 





EXPERIENCED STENOGRAPHER desires change. 
Familiar with clinical and clerical records and col- 
lection work of Clinic and Hospital. Address C-91, 
care MINNESOTA MEDICINE. 





LOCATION OPEN for Catholic physician in Central 
Minnesota town of 2,500. Address C-93, care MINNE- 
soTA MEDICINE. 





WANTED-—Salaried appointments for Class A physi- 
cians in all branches ofthe medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 


lished 1896. Member The Chicago Association of 
Commerce. 





Short Course For 
GENERAL PRACTITIONERS 
at the 


University of Minnesota Medical School | 


LECTURES CLINICS DEMONSTRATIONS | 


J 


| 
1. Pediatrics—September 6-8 | 
2. Obstetrics and Gynecology—September 9-11 | 
The courses will be conducted at the Univer- 
sity by staff men. 
Fee, $15.00 per three day course; $25.00 a week. 
Adequate hospital facilities available. 

Address—The General Extension Division, 


University of Minnesota, Minneapolis 
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